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WILLIAM J. TIFFANY, M. D. 
COMMISSIONER OF MENTAL HYGIENE 


It is fitting that the new Commissioner of Mental Hygiene, like 
his predecessor, should have come up from the ranks. Dr. William 
J. Tiffany has guided through its formative years an institution 
that represents the ultimate in State hospital development. The 
Pilgrim State Hospital, named in honor of a onetime chairman of 
the State Hospital Commission, is the largest of its kind in the 
world, 

Upon completion of his medical courses at Columbia University 
in 1905, Dr. Tiffany served a rotating interneship at St. Joseph’s 
Hospital in Paterson, N. J. A summer spent as clinical assistant 
at the Binghamton State Hospital during his student days aroused 
au interest In psychiatry and prompted him to enter that institu- 
tion as medical interne on July 6, 1906. He was appointed second 
assistant physician at Matteawan State Hospital in 1911, but later 
in that year returned to Binghamton, as pathologist. Dr. Tiffany 
became clinical director at Kings Park State Hospital in 1922, and 
superiutendent of the hospital in 1926. Appointment as superin- 
tendent of the Pilgrim State Hospital came to him on November 
16, 1931. 

In the name of the Department of Mental Hygiene, the Psycut- 
ATRIC QuARTERLY welcomes Dr. Tiffany to his new post of honor, 
and bespeaks for him the wholehearted cooperation of the person- 


nel of the entire department. 














THE POSITION OF THE OCCUPATIONAL THERAPIST IN A PLAN OF 
RESEARCH IN SCHIZOPHRENIA* 


BY NOLAN D. C. LEWIS, M. D., 

DIRECTOR, NEW YORK STATE PSYCHIATRIC INSTITUTE AND HOSPITAL, NEW YORK, N. Y. 

On this occasion it is not my purpose to spend time in making 
general comments on the numerous well-known, and equally-inter- 
esting aspects of vour special field of endeavor. For those not 
well informed on occupational therapy a review of its history back 
to Hippocrates and the early Greek temples, the story of its strug- 
gles through the years, its coming to fruition as a distinct profes- 
sion following the World War and its present place in the thera- 
peutic schemes of several medical and social specialties would he 
an exceedingly interesting story; but this organization, represent- 
ing as it does, the arrival of mature thought and advancement in 
its field is already in possession of the fundamentals and the back- 
ground of its development. Moreover IT am not here to tell you 
of your role as an informative aid to psychiatrists. It is taken for 
granted that you help many of the patients in their adjustments ; 
the psychiatrist turns to you for specific information about this 

adjustment, as you above all others know if the patient ean get 

along with those about him, if he ean follow instructions, if he is 

teachable, industrious, social, has initiative, skill of a general or 

special type, and you are the one who knows whether he is neat 

and orderly, punctual and can be trusted; and what is most impor- 

| tant, whether he is improving in these matters or heading for addi- 
tional trouble. 

These and many other functions of the occupational therapist 
you have heard recounted times without number, so today T shall 
not deal with the occupational therapist in terms of her accepted 
role as an observer and a therapist but shall attempt to formulate 
a research setting in which she can function with those who are 
searching for causes of mental disorder. 

In providing a comprehensive research scheme, I shall not take 
mental disease in general, but shall confine myself to the dementia 
precox group of disorders, which topic was assigned for this talk, 


*Address to the Twelfth Annual Institute for Chief Occupational Therapists of the New York 
State Department of Mental Hygiene, March 1, 1937. 











DOS THE POSITION OF THE OCCUPATIONAL THERAPIST 

although any other mental disorder group could serve as an examn- 
ple around which a research approach could be construeted. Sup- 
pose we start to formulate our problem in this way. What picture 
confronts us at once, that is, as soon as we are in possession of a 
number of thoroughly worked-up life histories of patients diag- 
nosed dementia precox? We note that some of them were odd, pe- 
culiar, sometimes called ‘‘erazy’? as children, often difficult from 
the point of view of scholarship, discipline and interpersonal ad- 
justment; others as children were shy, dreamy, lacking power of 
concentration in studies, perhaps also stubborn and temperamental ; 
others may have been popular and social but failed in school and 
were difficult to discipline, and still others brilliant and talented 
but forever creating problems in school and at home. 

Today when we are ready to start with our problem on these in- 
dividuals we are presented with all degrees of mental habit disturb- 
ance and duration, emotional inadequacies, mental life being lived 
in two worlds, autistic. shutting out of experiences, dilapidation of 
thought, disturbances in language, incoherence in associations, and 
all sorts of reactions to environmental contact. In this great mass 
of distortion of life processes we see and select certain leads which 
should be investigated by social studies, by psychoanalytic proced- 
ures, by chemical techniques and by this or that special method or 
scientifie discipline. 

If we are to include the occupational therapist in a major role in 
our investigation we must, as with the other disciplines, justify it 
in terms of a working hypothesis utilizing a definite set of funda- 
mentals. In other words, it must be biologically sound. T shall at- 
tempt to make this simple not because of any lack of intelligence in 
this audience, but because it could be presented in such an involved 
terminology as to be tiresome. We must return in thought to the 
evolution of man and of civilization to find these fundamentals. 
In the lower animals we find the primary biological functions of 
feeding, reproduction, and protection all of which vary among the 
different groups, but which nevertheless, are laid down in strue- 
ture, by the laws of heredity, with very limited possibilities of in- 
dividual variation. Some groups of animals have worked these 
functions into a complex biosocial pattern; among others is a rudi- 
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mentary social pattern with the patterns themselves laid down in 
heredity. The animal is autoplastic, that is, adapts himself to na- 
ture with very little, if any, ability to adapt nature to its needs. 
‘he human aninal possesses all of the primary biological functions 
of his animal forebears, and in addition has aequired three basie 
processes of cultural evolution, which allow him to not only adapt 
himself to nature, but to adapt nature to his own requirements, and 
within certain limits to his own specifications. 

Before naming or discussing these three basie processes which 
characterize man, let us point out that these depend in turn upon 
three structural evolutionary changes which occurred either simul- 
tancously or in very close succession, namely, the assuming of the 
upright position when man became a ground, rather than an ar- 
boreal animal, the development of language, vocal organ apparatus 
and the spurt in the growth of the great forebrain. The upright 
position freed the forelimbs, making possible the growth and de- 
velopment of manual activity, the utilization of primitive tools, in 
fact the sum total of all that we call (nvention and invention is the 
first great noninherited basic process that has made civilization and 
culture possible. The growth of language from its primitive sym- 
bolism to its present complexity made possible communication, the 
second major basic process, and the development of these two in 
association and integration, along with the new brain growth and 
intelligence brought about social habituation (Warden), the great- 
est of all biological and cultural characteristics, possessed by no 
lower animal except in its most rudimentary form. All that we 
gain by imvention can be passed on by communication to be util- 
ized by others in successive generations for social adaptation. 

‘The lower creatures do not meet to discuss the factors which de- 
termine their behavior.’’ The more academic the discussion, the 
better we demonstrate our true position in the animal kingdom. 
‘*We are animals with powers of reflection and foresight who ean 
use tools and form propositions. Our knowledge and attainments 
can increase from one generation to another because our children 
can learn from our successes and failures.’’ (Adrian. ) 

You have probably already anticipated me regarding what must 
now follow in the chain of reason. It now should be clear that 
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energy is expressed through these three main and closely associated 
channels, the motor system with the hands in the ascendency, the 
language expressions, and the thought processes, and also that the 
occupational therapist’s field of action is exactly in these three foci. 
Moreover, practically all we actually know about dementia precox 
is expressed through these very channels. 

In her contact with the patients the occupational therapist will 
see in the motor field peculiar attitudes, disjointed actions, nega- 
tivism and curious repetition patterns of behavior which she can 
study in detail under a variety of conditions of work and recrea- 
tion, natural and experimental, if she has some ingenuity in cre- 
ative thinking. In the field of language she will have the oppor- 
tunity to observe these patients in their use of symbols, in their ap- 
plications of symbolic speech and in their tendency to utilize gen- 


} 
eral vague notions where concrete statements would be easier un- 
derstood. She will be able to see the results of the abnormal 
thought processes where logically unrelated ideas become related 
in the patient’s mind and where hallucinations and delusions enter 


to distort the attempt to reconstruct the world of reality. Many of 
the patients live in what I like to call the ‘‘two world system’? with 
two different sets of thought and overt behavior constellations; 
these worlds are usually termed reality and unreality. I consider 
this distinction unscientific or at least unphilosophical as both 
realms are reality (two types of reality). Perhaps a better desig- 
nation would be the world of phantasy and the world of necessity. 
With these patients the occupational therapist has to work with the 
individual at precisely the point where these two worlds come to- 
gether and where the attempt is made to bring the world of nor- 
mality or necessity more and more into the foreground of his con- 
sciousness, a consciousness which may be temporarily crippled by 
a serious disorder of attention. A major part of a research prob- 
lem can be focused on this phenomenon. How much of the realm 
of phantasy is brought into action by the present occupation of the 
patient and why is it expressed in any particular way? 

Another facet of the problem lies within what is called the orig- 
inal dimensions of intelligence of the patient on the one hand, and 
the amount of this intelligence utilizable on the other. Perhaps the 
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patient is in such a condition that he can bring into action only the 
first dimension of intelligence, namely the intellectual phase of in- 
stinct, utilizing the trial and error method of thinking and work 
after the fashion of animals and young children. Another patient 
is able to bring into use the second dimension of intelligence or ob- 
jective intelligence characterized by logical thinking, social inter- 
ests and higher degrees of aptitudes in learning. 

A few, even though mentally ill may belong to a group, perhaps 
favored by nature, who are able to possess and to utilize the third 
dimension of intelligence—or creative intelligence with its con- 

secutive, scientific thinking, and excursions into poetry, drama and 
philosophy. At this level, material is utilized in creative sculp- 
ture, painting and architecture, language may be expressed in 
terms of symbols of logic, mathematics and music, tools and ma- 
chinery used in inventions and the human body in the drama and 
esthetic dancing. The creative impulse forces its possessor to 
withdraw his attention from the commonplace and focus it upon the 


plan, the problem or the creation at hand, 
The various patients have characteristic types of delusions which 
determine not only the attitude in formal and informal situations 
but which also appear openly or in subtle modifications of their 
; productions. The ergastic details initiated by delusions of perse- 


cution, of grandeur, of reference, of identification, of ancestry, of 
hypochondriacal ruminations as well as the moods associated with 

these phenomena may be elucidated by the occupational worker. In 
addition to her observations on intelligence displayed, on the affee- 
tive response, on the attitude, and general type of production, the 
occupational therapist according to the degree of her intuitive 
ability, insight into human nature, and scientific interest and experi- 
ence, may experimentally modify situations in a way to bring out 
the latent potentialities which throw light on the causes of the dis- 
order and some of which may be used in a therapeutic approach. 
It is fairly obvious from what we know of research and research 
workers in other fields that every occupational therapist is not 
fitted by temperament and interests to do this special task of in- 
vestigation. Research workers like great artists are born with 
certain capacities which are readily cultivated, enlarged and per- 
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fected by training and experience, It requires great patience, keen 
observation with close attention to important details, the trait of 
disregarding unimportant details, the knack of seeing new aspects 
in old, well-known reactions, and above all, the faculty of seeing the 
universal in the particular by means of the powers of induction and 
deduction. It demands a degree of physical and mental labor that 
few people are constituted to stand; its pathway is blocked with 
thwarting circumstances, failures and discouragements. However, 
one single discovery of some new fact, something not well known 
before, some concept proved, will adequately compensate for all 
of the toil and misgiving suffered during the procedure. There 
is no elation comparable to the joy of discovery. 

In the type of research problem, the background of which we 
have formulated, the occupational worker combines her activities 
with the psychiatrist to determine the factors which enter into the 
illness of the patient, and with the psychiatrist will outline the 
most fruitful leads for her to study. The leads will become evi- 
dent as soon as certain preliminary observations have been made 
on the patient. These include the number and variety of drives 
to activity, whether plentiful or deficient. Are there special lines 
of activity in which he takes training easily and in which retention 
is good? What about the amount of investigatory behavior, man- 
ual dexterity?) What particular bents and hobbies? Rapidity and 
neatness of work done? Procrastination? Does he make excuses? 
[s he a temperamental worker? What of his punctuality, persistence 
of work against difficulty? Does he work to the limit or save him- 
self? Work dropped easily or later than regulations? Averse to ex- 
tra duties? Resourceful or routine worker? What of his originality ? 
Completeness of necessary instructions? Stationary or progress- 
ing? Responsibility and reaction to difficulties? Lazy or industri- 
ous? Talkative or taciturn, slow or active in speech? Violent or 
rude in acts or speech? Logical stream of talk? Bursts of loud 
conversation or laughter? Movements or postures of unusual im- 
port? Hurried, restless, eager or phlegmatie requiring constant 
stimulation? Does he talk of the many things he has to do—that 
he has left undone? Does he boast of his accomplishments? Does 
he let his work rest— put it aside or does he carry it into his other 
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hours of life? Is he truthful—careful of the rights of others? These 
and a hundred other behavior traits are presented to the worker 
under the most favorable circumstances for study. 

After some high lights of 1 


ie general reaction pattern have been 
determined, additional deeper studies can be arranged and experi- 
mental conditions made to test out the assumptions. Let us hope 
that the medical profession in general and that the psychiatric spe- 
cialists In particular will become more keenly aware of this type 
olf cooperative work in research as we are sorely in need of what 
might be revealed as to causes and possible reconstructions, by 
every avenue of approach and moreover, additional interests may 
thereby be created in occupational therapy to enhance its already 


established position as a therapeutic agent. 








PSYCHIATRIC IMPLICATIONS IN OCCUPATIONAL THERAPY* 


BY LELAND E. HINSIE, M. D., 
ASSISTANT DIRECTOR, NEW YORK STATE PSYCHIATRIC INSTITUTE AND HOSPITAL, 
NEW YORK CITY 
I. Deseription of the term ‘‘occupational therapy’? from the 
standpoint of psychiatry. 

Of the many points of view which go to make up the activities 
of a department of occupational therapy, one of the most impor- 
tant is the psychological. When the occupational therapist adds 
matters of psychopathology to the facilities characteristic of occu- 
pational therapy, there is an appreciable gain in the tinal perspec- 
tive. 

In the two sessions that have been given to me, I hope to be able 
to indicate in a very general way some of the fundamental issues 
with which a department of occupational therapy is invested. When, 
hecause of a psychiatric disorder, a patient has to leave the sur- 
roundings natural to him and go to a hospital, the change is not 
only abrupt but severe. he natural objects to which the patient 
had previously attached his emotions are more or less completely 
relinquished. When it is appreciated that he has to abandon the 
realities that had taken years to develop in him one may gain a 
fuller impression of the traumatic influence behind the separation. 
As soon as the patient leaves the surroundings natural to him and 
enters a hospital, the greater part of his emotions ‘‘hang free’’ so 
to speak. ‘Freely floating’? emotions, however, cannot long re- 
niain free; therefore, they attach themselves to, and thus reenforce, 
the emotions attached to the symptoms of the mental disorder, 
Ilence, the symptoms possess an excessive share of the emotional 
life of the patient. The symptoms are overwhelmed by the emo- 
tions and thus they come to assume tremendous overimportance. 
This situation prevents the patient from giving any of his interests 
to natural activities. 

When, therefore, the patient comes under psychiatric care, it is 
desirable and necessary to get him in touch with reality, in order 
to drain the redundant emotions from the morbid symptoms and 


*Read at the institute for occupational therapists at the Psychiatric Institute and Hospital, on 
March 1, 1937. 
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toward healthy activities. There is always a certain share of emo- 
tions that can be shifted; in the beginning the transfer of feelings 
is easily accomplished up to a certain degree, that is, up to the 
point of removing the excess of emotions from the morbid symp- 
toms. Among the hospital facilities that provide the realities for 
this change in the direction of emotions, the various activities of a 
department of occupational therapy are invaluable. As treatment 
progresses, the process becomes slower and more difficult. Event- 
ually, however, in the patient who recovers, the emotions more or 
less entirely leave the components of the morbid syndrome and are 
invested in natural activities. 

Occupational therapists should, therefore, be as familiar with the 
status of the emotional life of the patient as they are of the reali- 
ties (arts, crafts, athletics, education, recreation) that are made 
available for him. If they knew the former, they would be in a po- 
sition to answer a question that often perplexes them, namely, how 
does the occupational therapist know when to recommend a change 
of prescription?) When should a patient be changed from one type 
of activity to another? When a patient’s attitude toward a given 
form of work is natural, and when it is believed that he may not gain 
further by repetition, but may gain by changing to a new endeavor, 
the prescription should be altered. 

The occupational therapist should be familiar with the pathology 
of emotions and of ideas. It would supplement the other interests 
of the therapist and engender a wider and truer perspective of the 
problems she is called upon to meet. 

Occupational therapy and its several forms of activity are de- 
signed to rehabilitate patients who are mentally ill. Mxpressed 
more specifically, the occupational therapist aims to assist in the 
restoration of patients who, in virtue of their mental illness, have 
been removed from their usual walks of life. It 
trauma for anyone to be deprived, more or less 


is a tremendous 
abruptly, of his 
It is even more harmful to 
have those human assets replaced by a syndrome of morbid im- 
pulses. It is the responsibility of the members of a department of 
occupational therapy to aid in the rehabilitation of those who once 
possessed a healthy variety of environmental interests. In other 


family, friends, recreations and career. 
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words, the therapist in the field of psychiatry is usually given the 
task of assisting in the growth of an individual, not in terms of 
separate organs, but from the standpoint of the harmonious fune- 
tioning of the person as a human being, who is a definite part of the 
environments with which he has been closely identified. 

The individual is not simply the sum of all his parts; the eom- 
bination of all his parts is something different. The union of oxy- 
gen and hydrogen, in given proportions, produces water and water 
has hardly any resemblance to its original components. So, too, 
the human being as a part of society has little resemblance to the 
individual parts that enter into its construction, 

In a psychiatric setting the therapist meets the ‘Shuman being’? 
part of a person. Let us express the idea in another way. The 
person has heart, liver, lungs, nerves, intelligence, emotions, a great 
number of parts. He also has the qualities of a human being; the 
qualities form as distinct a part of him as any of his other parts. 

When we investigate what actually happens in the daily activi- 
ties of a department of psychiatrie occupational therapy, we find 
that the therapist is working with that organ of the person called 
the ‘‘human being.’’ The therapist is not trying to condition the 
neurological, muscular, vascular or vegetative systems. The 
organ or structure of the person that vividly presents itself for 
treatment is the ‘Shuman being”’ organ; it is the ‘* personality or- 
gan;’’ it is functioning meagerly or distortedly. When, then, you 
find that the problem that confronts you is the human being or the 
personality, you equip yourself with those facilities that serve to 
influence the disabled part of the person. 

Before | outline the facilities, | should like to emphasize one 
more point. The therapist in psychiatry is often called upon to 
habilitate the individual, in contradistinction to ‘‘rehabilitate.’’ 
The older term for ‘‘habilitate’’ was ‘‘abilitate;’’ both mean to 
make suitable, to qualify, to fit. Many of our patients have never 
possessed qualifications for living in a social sense. The therapist, 
therefore, often has to start with an inadequate person, a ‘social 
embryo’? and evolve him toward maturity. 

irom the standpoint of the real issues that prevail in a depart- 
ment of occupational therapy, it must be obvious that any compre- 
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hensive definition of the expression ‘occupational therapy’’ must 
include the idea of treating the human being, the personality. Oc- 
cupation is the state of being occupied or possessed. Occupational 
therapy is the therapy of possession. More specifically, for the 
psychiatric therapist, it is the possession of those qualities that 
enter the constitution of the part of the person called ‘human be- 
ing’’ or ‘*personality.’’ Occupational therapy is social therapy ; 
it is treatment that leads to socialization. It is socialization ther- 
apy. It aspires, through the use of its own special equipment, to 
make the patient capable of amicable adjustments to his own prob- 
lems and to those of the environment in which he moves. 

ll. The personnel, the patients and the facilities, 

A. The personnel, Since it is true that one of the principal is- 
sues, In the setting of psychiatric occupational therapy, revolves 
around the personality of the patient, it is equally true that the per- 
sonality of the therapist plays a dominant réle. There are no set 
character traits that the therapist should possess, but there are 
attitudes that should be assumed. The therapist should be pleas- 
ant, cordial, helpful and free from the expression of personality 
difficulties. The attitude of the therapist is often instrumental in 
modifying the course of a patient’s illness. 

The personnel should be varied, from the standpoint of person- 
ality types. Some patients are favorably benefitted by a quiet, rel- 
atively inactive therapist, by one whose pleasantness and helpful- 
ness are largely expressed in action, not words. Other patients 
may be best treated by the more animated and vitalized therapist. 

When it is known that a patient is unhappy because of the rela 
tionship between himself and the therapist, it may be desirable to 
transfer the patient to another therapist. We make those changes 
with regard to nurses, social service workers, doctors, patients and 
others. Ordinarily, however, changes are unnecessary, because 
groups are sufficiently large and varied to enable the patient to 
exercise choice in the matter of friends. Moreover, the therapist 
gains merit in virtue of the capacity to run a smooth organization 
of various types of personalities. Results are measured in terms 
of the emotional growth of the patient and his colleagues. The 
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therapist often plays an important part in conditioning the re- 
sponses of the group as a whole. 

The therapist should be able to inventory the group, in order to 
know just where emphasis should be placed. In some instances 
the therapist must give direct attention to an individual; in other 
instances the therapist simply observes the relationship of one pa- 
tient to another. Not infrequently a patient serves as the most im- 
portant therapeutie agent of the entire hospital staff. The ther- 
apist should be able to recognize such a relationship and to know 
how best to encourage it. Perhaps the best attitude might be pas- 
sivity on the part of the therapist. In all large and varied groups, 
some patients get immeasurable help from other patients. The 
therapist should follow the interrelationship along and be prepared 
to assist in the furtherance of progressive measures. 

The therapist holds the position of head of a family. Usually it 
is a large family, made up of individuals of very different capaci- 
ties and interests. Some of the patients may be able to participate 
in leading the group; other patients may be very literal, so to speak, 
and look upon the therapist as a parent-substitute. There are 
others who actually believe the therapist to be the parent and they 
attempt to establish a child-parent relationship. In the latter in- 
stance especially, the therapist encounters a vivid human relation- 
ship, the solution of which requires great care and skill. The ‘‘hu- 
man being’’ part of the patient has to be treated; it has to be man- 
aged in such a way as to encourage healthy growth from puerilism 
to adolescence to adulthood. 

The personality of the therapist must be flexible. A rigid per- 
sonality is a liability; one that can shift to meet changing demands 
can be of tremendous value. 

B. The patients. Inquiry has often been made on the question 
of treatment from the standpoint of diagnosis. It seems to me that 
it is more practical to divide psychiatric patients into three large 
groups and to act in accordance with the capacities peculiar to each 
group. In the first group are placed the patients whose illness is 
a consequence of definite organic disease or inadequacy. To be 
sure, they have been removed from their usual environmental set- 
tings, yet, ordinarily they do not require intensive attention to the 
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question of **growing up.”’ In the majority of these patients, it is 
often sufficient to make natural environments available to them; 
they do the rest to the best of their capacity, for usually they have 
had previous experiences of a mature character. 

There is a second group of patients, classed under the psycho- 
neuroses, a great many of whom have also had substantial environ- 
mental contacts before entering a hospital. Moreover, while in a 
hospital they retain many wholesome capacities. It might be said 
for the group as a whole, that they require far less attention, from 
the standpoint of occupational therapy, than the patients in the 
organic and in the psychotie group. Indeed, if routine occupational 
therapeutic measures were given to them, the measures might re- 
tard progress among certain patients. It is well, however, to keep 
them occupied, particularly with endeavors over which they have 
already established command. Ordinarily little is to be gained, 
in facet, there may be some loss, by attempting to compel a psycho- 
neurotic individual to do things against his will. The most substan- 
tial form of therapy for the psychoneurotie patient is direct psycho- 
therapy carried out by the physician. The occupational therapist 
has less to do with the members of this group than with those of 
other groups. For those psychoneurotie patients who should re- 
main indoors in the hospital, it is, of course, desirable to place so- 
cializing facilities at their disposal. It is preferable, however, for 
them to maintain as many extrahospital contacts as they can. 

The third group comprises patients classed as psychotic, those 
whose symptoms are largely in the psychic sphere. The great ma- 
jority of them are in the schizophrenic and manic-depressive cate- 
gories. They lend themselves most urgently to the various facilities 
of occupational therapy. Schizophrenic patients in particular, but 
also many manic-depressive patients, never exhibit wholesome in- 
tegrated behavior prior to hospital residence. They are the ‘‘social 
embryos,’’ to which reference was previously made. They are the 
ones who carry puerilism into adolescence and adulthood. It is 
around this immature group that the several activities of psychi- 
atric occupational therapy are constructed. The aptitudes of the 
therapist are designed to bring into maturity the underdeveloped 
physical and psychical attributes so characteristic of this group. 
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C. The facilities. The arts and cratts serve as excellent instru- 
ments by which physical and mental potentialities are trained to- 
ward maturity. They are invaluable. Their merits may be appre- 
ciated when we realize how many of our patients have never experi- 
enced environmental activities that are so necessary for healthy 
growth. Furthermore, the fact that the patients are in a group of 
people is highly important, for too frequently they have never ade- 
quately participated in group activities. 

The gymnasium, with its competitive and noncompetitive ath- 
leties, is a material assistance to the efforts that tend to externalize 
physical and mental components. We need only to quote from the 
patients themselves to know how valuable athletics are to them, 
They say that they are a different person as a consequence of their 
interest in athletics. Certainly they are different in many ways. 
Not only are certain tissues of the body put to use, whereas for- 
merly they were dormant, but of equal service is the personal so- 
clalization with others. We should constantly keep in mind the 
fact that many of the individuals who come under our care have 
never objectivated their impulses through such relatively imper- 
sonal means as athletics. When we ask some of these ‘‘social em- 
brvos,’’ long after they have left our supervision, what in their 
opinion benefited them most while they were in the hospital, it is 
not at all surprising to hear them emphasize the total meaning of 
athletics to them. Athletics filled a very significant void for them. 
The patients say so. We might very well look upon sports as one 
of the preliminary steps toward socialization. They prepare the 
patient for the more personal and intimate facilities possessed by 
the department of occupational therapy. 

Perhaps a next easy step comes through the influences of group 
educational matters. The classroom, designed for scholarship, the 
inusewm, leetures—inany of such facilities— are decidedly foreeful 
adjunets that serve to elevate the patient in the direetion of ma- 
turity. 

After the patient has satisfactorily ‘‘felt his way through’? ex- 
periences like the foregoing, he is prepared to try himself in a new 
and higher socializing setting: dancing, teas, card games, dramaties 

these are often very difficult to get used to at the start. They 
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are not easy for the normally constituted individual. It is evident 
that the ‘‘social embryo’’ must go along very slowly and under su- 
pervision. Normal adults are not as facile in contacting people as 
they are in contacting things. [motions may flow easily and in 
great abundance upon impersonal hobbies; but they may only 
trickle upon people. We, in the field of psychiatry, are very well 
aware of the immense value of wholesomely externalized emotions. 
One of the major aims of a department of occupational therapy 
comprises the management of the emotional life of the patient. 

Throughout this brief outline I have converged attention upon 
the facilities of occupational therapy, as they are formally repre- 
sented in hospital surroundings. A department of occupational 
therapy is not, however, so delimited. On the contrary, it is an in- 
timate part of all other hospital divisions. It aspires, with its spe- 
cial equipment, to do what other departments do with their partieu- 
lar means, namely, to promote and encourage mature physical and 
mental reactions. 
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DEMENTIA PRAECOX: PREVENTABLE 


BY POMPEO MILICI, M. D., 
SENIOR ASSISTANT PHYSICIAN, KINGS PARK STATE HOSPITAL 

Personality is largely molded during childhood and adolescence, 
for during these early formative years the child grows into the 
type of adult he is to be. To understand thoroughly the compli- 
eated adult structure which results one must of necessity have full 
knowledge of the quality of the child, the situations through which 
he passed and the manner of his characteristic and individual reae- 
tions to them. 

The complicated developing personality of adolescents and the 
more or less stabilized personality of adults oftentimes reacts to 
its particular difficulties with manifestations which place such reac- 
tions in the realm of the functional psychoses. To understand such 
psychoses thoroughly one must again of necessity follow through 
from the very beginning all of the factors which led to their de- 
velopment. 

In 1896, Meyer, at the Worcester Hospital, first started to de- 
velop his conception of dementia precox as depending on a special 
constitution and personality likely to break down in specific man- 
ners. He stated,’ ‘‘the general principle is that many individuals 
eannot afford to count on unlimited elasticity in the habitual use 
of certain habits of adjustment,’’ and that® ‘‘the types of adolescent 
deterioration can very largely be traced to disharmonies of 
thoughts, of habits and of interests, which bring about a stunting 
in one direction or another.’’ 

In 1908 he pointed out that the children later to develop demen- 
tia precox were peculiar and that* ‘‘in reality we have to deal 
with a perfectly natural, though perhaps unconsciously persistent 
development of tendencies difficult to balance. There develops an 
insidious tendency to substitute for an efficient way of meeting the 
difficulties, a superficial moralizing and self-deception, and an un- 
canny tendency to drift into so many varieties of shallow mysti- 
cism and metaphysical ponderings, or into fantastie ideas which 
cannot possibly be put to the test of action. 
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‘¢ All this is at the expense of really fruitful activity, which tends 
to appear as insignificant to the patient in comparison with what 
he regards as far loftier achievements. Thus, there is an ever- 
widening cleavage between the mere thought life, and the eorrec- 
tions found in concrete experience. Then, under some strain which 
a normal person would be prepared for, a sufficiently weakened and 
sensitive individual will react with the manifestations which char- 
acterize the mental disorders constituting the ‘deterioration pro- 
cess,’ or dementia precox. Unfinished, or chronically subefficient 
action, a life lived apart from the wholesome influence of compan- 
ionship, a concrete test and finally a progressive incongruity in 
meeting the inevitably complex demands of the higher instincts, 
this is practically the formula of the deterioration process.”’ 

Dementia precox, then, is a constitutional disorder, and the sec- 
ondary signs and symptoms which make up the clinical picture are 
nothing more nor less than an extreme expression of the mode of 
reaction of the personality which has gone before it. In other 
words, the personality, carried to its logical conclusion in its man- 
ner of reacting to the difficult situations which confront it, evolves 
naturally into what is called dementia precox. As stated by Hoch,‘ 
‘*To us it is difficult to see why the personal peculiarities and the 
acute syndrome should not both represent reactions which are 
partly determined by demands of adaptation, partly by constitu- 
tional inability to accomplish such adaptations . . . Both the patho- 
logical personality with its milder manifestations and the psycho- 
sis with its more complete break of compensation, may be looked 
upon as determined by constitutional factors, in the sense that 
when demands for adaptation arise, the individual is found unfit 
to meet them, unfit through inherent weakness, but also at times, 
to a considerable extent, through false attitudes which have de- 
veloped through lack of training.’’ 

The type of personality makeup which is particularly in danger 
of developing into the disease processes of dementia precox has 
been described by Hoch’ as the ‘‘shut-in’’ personality. ‘‘We find, 
in dementia preeox, persons who do not have a natural tendency 
to be open, and to get into contact with the environment, who are 
reticent, seclusive, who cannot adapt themselves to situations, who 
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are hard to influence, often sensitive and stubborn, but the latter 
more in a passive than in an active way. They show little interest 
in what goes on, often do not participate in the pleasures, cares 
and pursuits of those about them; although often sensitive they do 
not let others know what their conflicts are; they do not unburden 
their minds, are shy, and have a tendency to livei n a world of 
fancies.”’ 

And according to Bleuler,® ‘tin probably three-fourths of the 
cases the personal disposition already expresses itself during youth 
in a dereistic character, inclined to seclusion, then in the other pe- 
culiarities and deviations from normal thinking.’’ 

As with any other disease condition the best therapeutic results 
can be expected through prophylaxis and, failing this, with prompt 
attention at the earliest possible moment after the disorder is mani- 
fest. Dementia praecox, to be sure, only rarely is diagnosed as such 
in childhood. This is due to the generally very insidious progres- 
sion of the disorder and to the largely subjective nature of the 
symptoms which the individual, because of his inherent iakeup, 
keeps to himself until they are no longer under his control. But 
even in the relatively simple personalities of children one can easily 
note personality traits and early characteristics of behavior which, 
if allowed to develop, are liable to evolve toward dementia preecox, 
and which, on the other hand, with appropriate early treatment, 
could conceivably be so altered as to prevent such development or 
at least postpone the psychosis and render the ultimate reactions 
less malignant. 

The anamnestic information with reference to the early person- 
ality of individuals adinitted to the hospital with dementia pracox 
points to a schizoid makeup and an insidiously progressive psycho- 
sis in the majority of cases. But even where the onset has ap- 
peared to be acute in a fairly well-integrated personality, there is 
hardly ever lacking, upon close study, very definite evidence of a 
pre-dementia preceox disposition throughout earlier life. 

The typical description is that as children these individuals are 
extremely quiet, gentle, docile and well behaved. Very timid, re- 
tiring, self-conscious, with an indifference or aversion to mixing in 
normal play activities, they cannot get along with others. They 
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show little active interest or curiosity, lack emotional depth, initia- 
tive and aggression, depend upon others to make their decisions for 


them and to force them to carry these out. Content to slide along 

unnoticed, they follow the path of least resistance, they do not 
stand up for their rights and being fearful, easily discouraged and 
lacking confidence, they are indecisive, hesitant, submissively ac- 
cepting everything literally and without sense of humor. With 
jealousy they watch others more happily adjusted but for them 
the effort for change is too disagreeable. Their lives follow a 
monotonous self-centered pattern in which inefficiency and over- 
serupulousness are often prominent, and which they are reluctant 
to alter despite advantages that might be thereby achieved. Asa 
| rule they are intelligent and since they apply themselves to their 
studies they do fairly well in school, especially in the more abstract 

subjects. Later there may be observed a change of attitude in the 
| home and a falling away of interest in school work. They may be 


: noticed sitting and staring into space and in a melancholy way they 
, offer vague psychoneurotic complaints to explain their difficulties 

and to make easier their striving for psychie defense. The world 
| seems to them to become an increasingly difficult place to live in. 
| They begin to regard themselves as inferior and inconsequential 
| and to look upon the struggle for existence as futile. The with- 


drawal from disagreeable reality, the tendency to avoid the pres- 
ent and to live in the future or more especially in the past soon be- 
comes more noticeable. Interests turn increasingly to the impraec- 
tical and the abstract. Demands for practical decisions are now 

reacted to by agitation and fearfulness. Very sensitive, they see 

slights where none are intended, they bear criticism badly, become 
; increasingly morbid, express ideas that they are being ridiculed 
and give way to emotional storms which are unduly prolonged and 
pathognomonie of grave disorder. 


Such is the story of progression into disease so often noted in 
the ‘‘peeuliar’’ children who are especially liable, under sufficient 
| stress, to break down into dementia precox. And yet such a child 
| is often still thought of, by parents and educators alike, as a 

**model’’ child, and their efforts to aid in the preventive mental 


hygiene movement consists to a large degree of referring for study 
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the ‘‘unruly’’ child who often is in no danger of developing any 


psychosis, who in reality may be demonstrating the ‘‘unruly” 
traits which are admired in colts since ‘‘the wildest colts make the 
best horses.’’ 

The schizoid child is not a normal child and the very traits which 
set him apart as an example of goodness and meekness are the 
identical ones which are responsible for the dementia precox symp- 
tomatology. It is the recognition of this very important basic prin- 
ciple upon which rests all hope of preventive mental hygiene. 

The schizoid child rarely develops a frank psychosis before the 
period of puberty and indeed very many cases appear to be 
‘stranded on the rock of puberty’’ because this period brings with 
it the need for tremendous new adjustments and is a severe test of 
the inherent and acquired ability of the individual to proceed to- 
ward a normal social adjustment. 

The problem of the prevention of dementia precox is by no 
means a simple one and until the time when etiology is perfectly 
understood in all its phases the attack must be carried out from 
all possible directions. 

There needs to be first a focusing of legislative attention upon 
prophylaxis, with reorganization of the plan of battle upon the 
problem. Under the order of today the psychiatrist sees his pa- 
tients much too late. 

Those seriously predisposed constitutionally should be thor- 
oughly enlightened with respect to the problems of marriage. In- 
termarriage here is of course strictly contraindicated and the care- 
ful selection of a partner sound in stock is to be sought. Even then 
it may be considered advisable to warn against self-propagation. 

There should be a continued dissemination of knowledge to the 
general public as to the deleterious effects upon the germ cells of 
alcohol, syphilis, of strenuous living in large cities and other exo- 
genous factors. 

Parents should be given further insight into the psychology of 
children, a better understanding of child guidance, and they should 
be enlightened as to early indications of a defective personality in 
the child and as to the necessity for prompt and appropriate coun- 
teractive measures as soon as these are evidenced. 


ee. 


— 


ee 


— 


_ 





POMPEO MILICI, M. D. 557 

The enforeed attendance at kindergarten by children between the 
ags of four and six should do much toward starting the child on the 
correct path toward becoming a socialized being. The nucleus of 
many a psychosis has been fully formed in the preschool child by 
an ever-present unwholesome parental influence. 

Teachers and educators should perfect a completely rational 
school training and should be more carefully instructed as to what 
constitutes the prepsychotie schizoid personality and should be ad- 
vised to show no hesitation in referring such children to the proper 
sources. Teachers and parents must understand that the child is 
expected to conform to the social adjustments required of him and 
that a break in conventional behavior, however slight, may be in- 
dicative of a serious need for intervention. Frequent discussions 
of such matters at parent-teachers association meetings would 
bring about a better understanding of the children on the part of 
both parents and teachers. 

The general principles of prophylaxis should be stressed in more 
intensive courses in psychiatry in medical schools. General 
practitioners and pediatricians should be better prepared in pre- 
ventive mental hygiene, able to detect constitutional predisposition 
to dementia preecox in the child and they should then insist upon a 
course of systematic training for the individual. 

The child should receive every advantage of preventive medicine 
with respect to the contagious and other diseases. Physical de- 
fects should be corrected in so far as possible and, where residuals 
persist, the mental attitude toward these should be ascertained and 
a healthy psychic adjustment sought. 

Very important, at the right time, is proper education in sex 
hygiene, a course of instruction in which the problems of sex 
should be presented lucidly and which will do away with the pitfalls 
so numerous and disastrous to many as puberty advances. 

The child guidance clinics under the auspices of the bureau of 
prevention of the State Department of Mental Hygiene are a step 
in the right direction and have been productive of considerable 
good. 

But perhaps the greatest amount of good could be accomplished 
by placing full-time psychiatrists in the publie schools, making them 
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responsible for the mental and physical health of the children un- 
der their care. Such a regularly employed physician would be able 
to follow the children from year to year, to develop an exhaustive 
understanding of their varied characteristics and problems, and he 
would be in a position to detect earlier than any one early person- 
ality reactions tending toward emotional alterations and withdrawal 
from reality. He would be able, at an early date, to investigate 
the relatively simple individual reactions and perhaps to find, dis- 
cover and remove the causes of such behavior. This could be ae- 
complished, in part, by a careful study of the homes of the schizoid 
children from all points of view with respect to environmental in- 
fluences and with particular attention paid to unsatisfactory psy- 
chical environments, to emotional and psychic instability in the 
parents, to parental attitudes of overprotection or rejection, and 
to attitudes of the members of the family to one another. In many 
cases it might be found necessary to treat the parents or siblings 
who may be releasing their own emotional problems upon the child. 

The school psychiatrist would plan for a closer study of the in- 
dividual’s personality reactions in the home and to his companions 
at school. Without letting the child realize that his peculiarities 
are looked upon with anxiety, and with every effort to bolster the 
child’s self-esteem, he would insist upon a course of proper habit 
training by parents and teachers. No attempt should be made to 
organize separate classes in which such individuals would be 
treated in groups. Such children should rather be placed as far as 
possible among normal children, every effort being made to social- 
ize their activities and to direct them into practical channels. To- 
ward this end the latent assets of the child should be uncovered 
and developed along a wide variety of interests. Occupational ther- 
apy producing results gratifying to the child is recommended. 
Through such study would be ascertained the future vocations best 
suited to the individual needs and the particular hobbies which 
would most satisfactorily offer an outlet for the emotional life. 
The child in this way would be systematically prepared for the 
type of life at which his level of adjustment-ability would find little 
difficulty. He would not be allowed to reach for the stars and con- 
sequently to drop short into an abyss of despair. 
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In the more severe cases the school psychiatrist may find it nee- 
essary to adopt special measures, to establish a direct patient-phy- 
sician relationship and to make use of a more specific psychother- 
apy. In such instances the psychiatrist should establish a close 
emotional contact with the child, making every effort to gain his 
full confidence, to show the child that he has a full understanding 
and sympathy. Gradually he will be able to break through the wall 
of reserve which the child has already built up around himself and 
gradually as the child is brought about to discuss its difficulties 
more or less freely he will be able to put himself in the child’s 
place, to feel the child’s emotions and to understand what it is that 
the child has reacted to in its own way. The emotional catharsis 
alone will accomplish much good and such modified analysis is to 
be followed by psychosynthesis and reeducation. The narcissistic 
libido must be redirected; the subject libido transformed into ob- 
ject libido by the opening of new channels for the instinctive tend- 
encies to be directed toward the real world. The psychiatrist may 
find it imperative to bring about a coniplete change in the patient’s 
home environment while such treatment is instituted, 

The future of psychiatry lies in prevention, and it is a promising 
future, for the child is plastic and with intelligent supervision can 
be directed to his proper destiny in life. The hereditary factors 
ean at least be largely counteracted by intelligent management of 
the environment during the early years of life. It is only in those 
cases where constitutional bias is overwhelming that it may not be 
expected that preventive mental medicine will alter successfully the 
course toward psychosis. 

The essential need is for early recognition and treatment, for 
the schizoid personality, unmolested, tends to beeome more deeply 
ingrained until finally negative characters achieved can no longer 
he altered. 

*Therapeutiecally, this way of going at cases will furnish the 
best possible perspective for action. We stand here at the begin- 
ning of a change which will make psychiatry interesting to the 
family physician and practitioner. As long as consumption was 
the leading concept of the dreaded condition of tuberculosis, its 
recognition very often came too late to make therapeuties tell. If 
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dementia is the leading concept of a personality disorder, its recog- 
nition is the declaration of bankruptey. Today the physician thinks 
in terms of tuberculous infection, in terms of what favors its de- 
velopment or suppression; and long before ‘‘consumption’’ comes 
to one’s mind, the right principle of action is at hand—the change 
of habits of breathing poor air, of physical and mental ventillation, 
ete. In the same way a knowledge of the working factors in de- 
mentia precox will put us in the position of action, of habit-train- 
ing, and of regulation of mental and physical hygiene, as long as 
the ‘‘mental consumption”’ is merely a perspective and not an ac- 
complished fact.’” 
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INTRACRANIAL NEOPLASMS; THEIR INCIDENCE AND MENTAL 
MANIFESTATIONS 


A Study Based on Climcal and Autopsy Records of 2,000 Patients 
at St. Elizabeths Hosytal 
BY JAY L. HOFFMAN, M. D., 
ST. ELIZABETHS HOSPITAL, WASHINGTON, D. C. 

This paper was stimulated by the discovery of a patient who 
had previously passed through several excellent diagnostic facili- 
ties where he was considered to be a case of general paresis, but 
who proved actually to be suffering from the effects of a large pit- 
uitary tumor, as was demonstrated at operation and at autopsy. 
The experience led the writer to undertake a statistical and clinical 
survey of the cases of brain tumor encountered at autopsy in re- 
cent years at St. Elizabeths Hospital, with particular emphasis on 
the mental phenomena encountered in association with these le- 
sions. 

The present survey is based on the records of 2,000 consecutive 
postmortem examinations performed on mental patients who died 
at St. Elizabeths Hospital in the period from 1923 to 1935. The 
routine in these necropsies consisted of careful gross examination* 
before and after fixation and subsequent microscopic investigation 
by appropriate techniques. In only 19 cases was permission re- 
fused for examination of the brain. 

The number of tumors encountered in the series was 69—an in- 
cidence of 3.45 per cent. This includes all intracranial neoplasms 
found (except the granulomata), whether situated in the brain 
proper, in the meninges or along the intracranial course of the 
cranial nerves. There were also described in this group of au- 
topsies (in addition to the above-mentioned tumors), seven tuber- 
culomata; no gummata or cystic growths were encountered. 

This figure—3.45 per cent—is somewhat higher than is found in 
previously reported statistics. Blackburn,‘ reporting on 1,642 au- 
topsies at St. Elizabeths prior to 1903, described 29 intracranial tu- 
mors, an incidence of 1.7 per cent. Other statistics on the incidence 
of brain tumors among the insane, as determined at autopsy (See 





*The brains in this series were examined by either Drs. Nolan D. C. Lewis, Walter Freeman or 
Karl H. Langenstrass, pathologists to the hospital. 
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Table 1) vary from 0.21 to 2.6 per cent. The discrepancy between 
the latter group of statistics and the present series may be ex- 
plained by the extraordinary thoroughness with which examina- 
tions have been made and reported in the group of autopsies herein 
considered, and also to the high percentage (99+ per cent) of the 
brains subjected to such examinations. If, for instance, the dural 
endotheliomata measuring two centimeters or less in diameter are 
eliminated from consideration, the incidence of the present series 
more closely approximates previously reported figures (2.0 per 
cent). 
TABLE 1. COLLECTED AUTOPSY DaTA—INCIDENCE OF BRAIN TUMORS 
Number of Number of 


Source autopsies brain tumors Per cent 
A. Mental hospitals 
Blackburn4—St. Elizabeths ............eceeeee0s 1,642 29 ia 
I ES TT eT Pere eer eae 4 BS 
eM NMIRINOD: a's 55.4 .00'd, 0 SiRibiniW over ratene sac = ae ne 1.9 
—Weatborough State .......cscceveces seek me 2.6 
RO OI goa 5:5 io. 5a wie wereciaiaiedoeaiecaieieionese wiatant win 0.3 
eraiee-—Bearrisbare, Pa. ...ccccsesccrcsccseos 1,638 30 1.8 
Leubuscher— (Quoted by Davidoff and Ferraro’) 350 4 1.1 
Fisher— (Quoted by Davidoff and Ferraro’)..... 318 1 0.21 
Per Teer ee eee ee Tere 365 5 1.4 
B. General hospitals 
INR 3 15 5.69 ih b'6s sre Aaa ame okie 5,069 101 id 
Courville—California— (Quoted by Adelstein and 
MINE TS racpiinb ain ha is 410 a boi diae wis Saleh wiolmaiesiana 6,000 re 1.0 
Rudershausen!2—Germany .........scssesseeecs 31,698 564 1.8 
PEATE ®—GOPMOBY ooo ciies sis ccncsacecesesies 17,815 190 0.93 
Cushing—-Johns Hopkins—(Quoted by Morse5).. ee a 17 


Although most of the available data is, like the above, derived 
from autopsy records, Davidoff and Ferraro, basing their computa- 
tions on data published by the New York State Department of Men- 
tal Hygiene, have estimated the probable incidence of brain tumors 
among the living patients resident in State mental institutions and 
believe it to be about 0.1+ per cent. Statistical data based on 
autopsy information in general hospitals do not vary significantly 
from those in the mental institutions, as the above chart demon- 
strates. 

Of the 69 brain tumors found in the present series, 51 were pri- 
mary and 18 were carcinomatous metastases. Of the primary tu- 
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mors, 34 were meningiomata. Many of these latter were aecciden- 
tal postmortem findings, having given no hint of their existence 
during life. As Cushing points out, this is a frequent occurrence 
in autopsies of mental hospitals; of our series, 28 of these tumors 
were less than 2.0 em. in diameter. The remainder of the group 
consisted of 13 gliomata, 4 pituitary tumors (adenocarcinoma) 
and 2 tumors of the cranial nerves. 

Of the meningiomata, exactly half (17) were located in the 
frontal area, 4 in the temporal, 6 in the cerebellar or cerebello-pon- 
tile, 2 were occipital and 1 parietal; in five instances there were 
multiple growths. 

The second most numerous group of tumors was the metastatic 
carcinomatous lesions. Of these, it is interesting to note that al- 
most a third (5) metastasized from the lungs. 

The distribution of the tumors corresponds fairly closely to that 
found in other studies, both in mental and general hospital pa- 
tients; the greatest number (24) was found in the frontal area. 
Subtentorial tumors accounted for 10 and temporo-sphenoidal le- 
sions for 9; 11 were multiple, these being metastatic lesions and 
small meningiomata. 

Males predominated in the ratio of 41 to 28. There were 40 
white patients, 28 colored and 1 Japanese. (Males and whites pre- 
dominate in this hospital in about the same ratio.) As to age, 
there were 8 each in the third and fourth decades, 16 in the fifth, 15 
in the sixth, 18 in the seventh and 4 in the eighth. The mental diag- 
noses in the group are tabulated as follows: 


Se POND sc eveescdeevecnvesas BS TR 60 ki csxcvasowsesrdeaecenues 6 
UEER DHE 5c wes wdevidvesctces BS. WRG once ccccecetascveseces { 
NE NE 6 one dae an 6 hdivninw enews AO PPO. BORNE 6 aiid shkenkdncdneweso0 3 
Psychosis with cerebral arteriosclerosis 9 Psychosis with mental deficieney...... 2 
Psychosis with organic brain disease.. 7 Manic-depressive psychosis ........... 1 


In going over this series of brain tumors one is impressed by the 
infrequeney with which the specific diagnosis of brain tumor was 
made during life. That this situation is not unique among mental 
hospitals is indicated by the statement of Jameison and Henry" to 
the effect that brain tumor was not diagnosed in more than 30 per 
cent of their cases (in New York State hospitals). Morse’s experi- 
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ence’ is similar; only 15 out of 46 of her series of brain tumors were 
correctly diagnosed before death. At St. Elizabeths Hospital the 
correct antemortem diagnosis of brain tumor was made in about 
the same proportion of cases. She suggests that there are sey- 
eral factors responsible for this poor showing: that the training 
and point of view of the physician in the mental hospital is psy- 
chiatric rather than neurologic; that the use of the diagnosis ‘‘or- 
ganic dementia’’ frequently is accepted as a sufficient designation 
and discourages further refinement in diagnosis; that the group 
of tumor cases in state hospitals offers a peculiar liability to con- 
fusion, inasmuch as a large proportion occur in middle age when 
deteriorating psychoses such as general paresis, Korsakoff’s and 
cerebral arteriosclerosis are common and are naturally first con- 
sidered. In this connection, it is interesting to note that in the 
present series the mental diagnoses were predominantly those of 
psychoses which are ordinarily associated with readily demons- 
trable organic changes in the central nervous system. Forty of 
the 69 cases of brain tumor were diagnosed as psychosis with or- 
ganic brain disease or with cerebral arteriosclerosis, senile psycho- 
Sis or general paresis. When a number of brain tumors are clim- 
inated from consideration because their small size and their loca- 
tion make it improbable that they had any appreciable effect on the 
mental picture, it is found that 19 out of 31 eases were included in 
these four diagnostic groups. It should be stressed, therefore, that 
in every psychiatric problem where the diagnosis of one of these 
conditions seems to be indicated one should also consider the pos- 
sibility of, and rule out, a brain tumor. 

In view of the infrequeney with which the correct diagnosis (of 
brain tumor) has been made in mental institutions by neurological 
methods alone, it is but natural to conjecture as to whether the 
mental manifestations of brain tumor, if correctly identified, might 
be of aid in their diagnosis. One’s first impression might be that 
mental symptoms would be particularly difficult to recognize in pa- 
tients already psychotic. Jameison and Henry, however, do not 
feel that such should be the case but, on the contrary, that the men- 
tal symptoms of brain tumor should be detected more easily in a 
psychotic patient because of the contrast between the manifesta- 
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tions of an established psychosis and those of a brain tumor. Fur- 
thermore, the psychiatrist has had the opportunity of having ob- 
served his patients long before the tumor has begun to alter the 
existing clinical picture. This, of course, applies only to brain tu- 
mors developing, presumably after admission, in patients long 
resident in the institution and does not apply to those being hos- 
pitalized because of mental changes associated with an existing 
brain tumor. In this latter group it is noted that almost invariably 
the mental condition leading to institutionalization was in the na- 
ture of mental confusion, aphasie disturbances, loss of sphincterie 
control, apathy and stupor. Of the group of 31 patients in our 
series previously referred to, 17 died within six months of admis- 
sion (7 of these within three weeks). Presumably these are the 
cases in which neurological evidence of brain tumor is minimal or 
in which the patient was for one reason or another deprived of 
adequate medical attention until too late in the course of the dis- 
ease. 

There is some difference of opinion in the literature, first as to 
the frequeney with which mental symptoms are associated with 
brain tumor and secondly as to their value as an aid in recognizing 
ihe existence of brain tumor. The older writers reported such 
symptoms to be rare. This was undoubtedly due to the failure of 
these authors to lay sufficient stress on minor mental symptoms. 
Schuster’s series of 775 cases of brain tumor with mental symp- 
toms collected from the literature prior to 1902 are frequently 
quoted.” His estimate was that 50 to 60 per cent of all cases 
showed mental disturbances. Bramwell (quoted by Knapp’), 
Moersch,”* Davidoff and Ferraro,* and others believe that practi- 
cally all patients with brain tumors show some degree of mental 
change at some stage or other of the disease. Bruns (quoted by 
Knapp") holds that only rarely, when the growth is very small or 
has some special situation, is mental disturbance entirely absent. 
Knapp, in a series of 104 cases of brain tumor collected from 5,069 
autopsies, found mental disturbances sufficient to attract attention 
in 79 (75+ per cent). Knapp, writing circa 1890, declared that 
‘in every case of brain tumor presenting any cerebral symptoms 
some change can be found by a competent observer who has known 
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the patient before; in other words, that there can be no gross lesion 
in the brain without some disturbance, greater or less, in the physi- 
cal functions. ”’ 

It is difficult to evaluate the importance of the intracranial lesion 
with regard to the etiology of the mental symptoms which led to 
institutionalization of the patients in this series, particularly so 
because most of the patients were unknown to the writer and the 
written records—often scanty as to the desired detailed informa- 
tion—must serve as the basis for such evaluation. On this basis, 
however, it appears that in at least eight cases (of the series of 31) 
the conspicuous mental symptoms were not directly due to the 
brain tumor found at autopsy, and that in 12 the brain tumor was 
definitely the causative factor, while in 11 cases the importance of 
the brain tumor in the production of mental symptoms could not 
be stated with certainty. The fact that the cases herein considered 
were observed almost entirely in the latter stages of the disease un- 
doubtedly has obscured the picture; if a competent psychiatrist had 
been able to observe these patients during the early part of their 
illness, the finer details of variation from their usual mental state 
could have been observed and recorded more satisfactorily. 

Wolla® ascribed insanity to the brain tumor found in 22 out of 37 
autopsied cases of intracranial neoplasm in patients at Claybury 
(Eng.) Mental Hospital, and in all of 34 cases studied at the Cen- 
tral Pathology Laboratory the mental symptoms were believed to 
he directly referable to the tumor. 

KE. Sachs,’® on the other hand, believes mental changes to be a 
rare manifestation of the existence of brain tumors and in his se- 
ries of cases did not find such changes in more than 15 per cent. 

As G. Holmes’ points out, the reason for the discrepancy in the 
opinions of various students of the subject is probably that in most 
eases of brain tumor the mental symptoms are slight, variable, 
often transient, and frequently overlooked because attention is fo- 
cused on the more serious condition to which they are due. In 
many cases, however, the mental disturbances are so pronounced 
as to form an essential part of the clinical picture. 

It can safely be said that there is no psychosis, i. e., no psychi- 
atric entity, which can be considered characteristic of an intracran- 
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ial neoplasm. This is possibly due to the multiplicity of factors 
involved in the production of the imental symptomatology. The 
position, size and rapidity of growth of the lesion constitute one 
set of factors. Whether the lesion is single or multiple, infiltrating 
or destructive, constitutes another. The previous personality of the 
individual is almost certainly an important consideration in a num- 
ber of cases. 

A consideration of the literature reveals a number of explana- 
tions offered to account for the production of the mental sympto- 
jiatology. It is considered that 

(1) the mental disturbance may be regarded as a focal symptom, 
either of defect or of irritation, due to the destruction or irritation 
of certain centers which have especial psychical functions. Ana- 
tomically, we know that the brain is a mass of interconnected neu- 
rones, each one of which is in contiguity with many others, and may 
be aroused through many different chains of neurones. If even a 
small group of neurones be obliterated by disease, one might expect 
that some lines of nervous conduction would be broken and the men- 
tal processes thereby become defective. 

(2) the mental disturbance may be a manifestation of diffuse 
alterations in the physiology of the intracranial contents. 

The diffuse inflammatory reaction in the meninges which is some- 
times found with cerebral tumors has been regarded by some as 
responsible, these changes being compared to the meningeal 
changes of cerebral syphilis, particularly general paresis. But 
this change is so inconstant and, when present, so mild in degree 
that little importance is attached to this as a factor. 

The older writers were wont to ascribe the mental symptoms to 
a cerebral intoxication by the products of disintegration of the 
brain or the degeneration of the tumor. However, the practice of 
aseribing symptoms to unidentified toxins is common in those dis- 
eases which have been inadequately studied and usually, with fur- 
ther investigation, more tangible causes for the symptomatology 
have been found. 

Circulatory disturbance in the brain tissue, both adjacent to and 
remote from the tumor, due to direct compression of the blood ves- 
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sels by the tumor followed by secondary softening, seems to be a 
likely factor for consideration. 

One of the most important factors, however, is the increase in 
intracranial pressure due either to the presence of the tumor per 
se and the edema around it resulting from the disturbed vascular 
circulation, or to the mechanically impeded circulation of cerebro- 
spinal fluid. The rapid disappearance of such comnion symptoms 
as drowsiness, apathy, stupor or confusion following a simple de- 
compression or after the relief of intracranial hypertension by the 
intravenous administration of hypertonic solution is convincing 
evidence that these symptoms, at least, are frequently due wholly 
to it. That increased intracranial pressure is not the sole deter- 
mining factor in the genesis of the mental symptoms is, however, 
apparent from the fact that mental symptoms occur in cases of 
brain tumor in which there is no evidence of intracranial hyperten- 
sion whereas in others there is increased intracranial pressure 
without appreciable mental changes. For instance, in cases of in- 
fratentorial tumors mental symptoms are much less common than 
in cases of supratentorial, although the former are, as a rule, asso- 
ciated with much higher intracranial pressure than the latter.” 

Considering the question of the pathogenesis of mental symp- 
toms from a somewhat different angle, attention is directed to the 
reaction of the patient to the tumor and to its sequellae. In lesions 
of the left hemisphere, for example, which are often associated with 
disturbances of the speech mechanism there may be produced, in 
addition to the speech disturbance per se, a change in the patient’s 
personality dependent upon his failure to understand why his 
words bring no appropriate response, Irritation, anger, and even 
actual excitement or depression of the proportions of a psychosis 
may result. 

From this consideration it is apparent that in our present state 
of knowledge it is not possible to attribute the pathogenesis of the 
mental symptoms found in association with tumors of the brain to 
any single factor. There are probably many factors involved, al- 
though we do not know the precise réle of any of them. From a 
statistical point of view, the most significant of these factors are 
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the location of the tumor, its size, the changes in the adjacent brain 
tissues, and the increase in intracranial pressure.” 

That mental changes occur in connection with the tumors of the 
brain seems to be well established. Unfortunately, however, there 
is no uniform or characteristic picture either for brain tumors as 
an entity or for brain tumors located in specific areas, such as 
frontal, temporal, parietal, ete. From time to time, however, pa- 
pers have been written describing mental syndromes characteristic 
of, e. g., frontal lobe tumors or temporal lobe tumors, and some of 
the more striking of these are described below. More recently evi- 
dence has been accumulating’® * *° that these syndromes are non- 
specific and are found with approximately the same frequency in 
association with tumors of one region as with those of another. 

In the series of tumors considered in this paper no essentially 
distinctive features were found in the mental pictures which could 
be correlated with the anatomical location of the tumors. Inas- 
much as most of these patients did not come under the observation 
of the institution until relatively late in the course of the disease, it 
seems probable that the symptoms described in these case records 
were frequently due largely to intracranial hypertension, being the 
counterparts in the psychiatric sphere of the neurologic triad of 
headache, vomiting and papilledema. The mental changes de- 
scribed in these case records are herein considered under the vari- 
ous headings included in the hospital’s routine mental examination, 
viz.: General Behavior, Stream of Speech, Emotional Reaction, 
Abnormal Trends (hallucinations, delusions, illusions, ete.), Orien- 
tation, Memory, Intellectual Function, Insight and Judgment. 

General Behavior: The greater number of the patients showed 
symptoms of retardation or dulling of various faculties. This psy- 
chic obtundity was manifested frequently as a lack of interest in 
the environment, defects in attention and in concentration. In some 
cases this was particularly striking. The interest and attention of 
the patient could be obtained only with diffienlty and then held only 
momentarily. The patient would appear to be asleep but on stimu- 
lation would quietly and rather apathetically open his eyes, look 
calmly at the examiner, answer his questions briefly and then lapse 
into his customary state of lethargy. At times he would briefly 
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answer one or two questions correctly and then suddenly his inter- 
est appeared to wane, he became indifferent and, with a forced 
yawn, his reply was irrelevant and perhaps only half-completed. 
For the greater part of the formal mental examination he would 
lie quietly in bed with a dazed, rather sleepy expression on his face, 
his eyes fixed on the ceiling. He vawned frequently and widely, 
each time with a loud expiratory sigh. The writer feels that, when 
present, this peculiar type of somnolence from which the patient 
‘an be aroused with great effort and into which he promptly 
returns on cessation of stimulation is quite characteristic of an ex- 
panding intracranial lesion. 

At times the patient was noted to display mannerisms which 
might be interpreted as unconscious effort on the part of the psy- 
chotie patient to direct attention to the site of his difficulties. Such 
an action was noted in one patient who continually rubbed his fore- 
head and sealp with a cireular motion of his right hand. In a few 
patients irritability was noted; in one this alternated with an in- 
gratiating attitude. Motor, as well as psychie retardation, was 
also noted, and slowness of response was frequently seen. In the 
later stages confusion, semistupor and coma occurred, Untidi- 
ness of dress and incontinence of urine and feces were quite fre- 
quent. Only a few patients appeared to be apprehensive and fear- 
ful; some were utterly oblivious to their serious ailment. None of 
the patients displayed any marked degree of excitement. 

Stream of Talk: Almost one-fourth of the patients displayed 
aphasic manifestations. A few displayed tendencies to persevera- 
tion and one confabulated, much as in Korsakoff’s psychosis. In 
those patients with the peculiar type of hypersomnia above de- 
seribed it was frequently a rather startling experience to get an 
occasional burst of lucidity and even of keen humor from a patient 
who otherwise appeared to be utterly withdrawn from his environ- 
ment. 

Not infrequently the verbal output was described as meagre and 
retarded. In the case of a few the answers were obviously incor- 
rect or unreliable and the patient became quite irritable on re- 
peated questioning. There were some cases with definite speech 
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defects deseribed as thickening or slurring. In the latter stages 
speech was usually either incoherent, irrelevant, or both. 

Emotional Reaction: This was very variable. One patient with 
a huge pituitary tumor was so euphoric and facetious as to earn 
for himself the incorrect diagnosis of general paresis. [Emotional 
dulling and apathy were the most common, however, although there 
were quite a few cases where depression was outstanding, even to 
the point of suicidal attempts. Individual patients were described 
as irritable, fretful, apprehensive or suspicious. 

Abnormal Mental Trends: In half the cases hallucinations or 
delusions were not elicited. Hallucinations, when present, were 
more apt to be in the auditory fields and the delusions were either 
of a persecutory or of a religious nature. There was nothing in the 
content of these abnormal experiences that was in any way char- 
acteristic. 

Orientation: Complete disorientation was found in about hall 
the patients, this usually being in those who also showed general 
imental confusion. 

Memory: Defects in this field were particularly frequent and, 
like the orientation defects, occurred in those patients who were 
mentally contused, but also in those without confusion. 

Insight and Judgment: Ina few patients superficial insight was 
maintained but in most both insight and judgment were grossly im- 
paired, 

Tutellectual Function: ‘This was ordinarily impaired to an ex- 
tent commensurate with the degree of mental confusion. 

Because these cases have been observed chiefly in the later 
stages of the disease, manifestations are almost identical with those 
of organic disease of the brain, regardless of cause. The symp- 
toms described have little or no localizing value. The literature, 
however, abounds with reports of surveys of mental symptomatol- 
ogy found in tumors of certain specifie regions which have pre- 
sumably been brought under observation sufficiently early as to 
make finer distinctions possible. 

Tumors of the frontal lobe, according to most writers, produce 
mental symptoms perhaps more frequently than those of any other 
part of the brain except possibly the corpus callosum. The type of 
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mental picture most often described is characterized by euphoria 
which is in marked contrast to the patient’s actual condition. The 
patient is unconcerned, egoistic, childish in conduct and in speech, 
shows a tendency to facetiousness, especially to punning or per- 
haps to practical joking—a state of mind frequently characterized 
as witzelsucht. Some writers believe that this type of mental pic- 
ture, characterized by euphoria and facetiousness, when it occurs 
with organic disease of the brain, regardless of location, is merely 
an accentuation of the previous personality of the patient. Strauss 
and Keschner point out that these two symptoms have been ob- 
served in temporal lobe tumors, in tumors of the third ventricle, 
with senile dementia, cerebral arteriosclerosis and other organie 
diseases of the brain and in the absence of frontal lesions. ‘They 
believe that euphoria and facetiousness are evidences of diminu- 
tion or loss of cortical inhibitions which may occur with lesions 
of the brain regardless of their location. 

G. Holmes® gives a comprehensive description of mental symp- 
toms found with frontal lobe tumors including three symptom 
groups in addition to that just deseribed. 

Keschner” and his associates point out that it is more difficult to 
determine and evaluate the mental symptoms in the case of tumors 
of the temporal lobe, owing to the relatively greater frequeney of 
aphasic manifestations in connection with these tumors. Kolodny” 
lists the psychic disturbances most often observed in tumors of 
this area as: loss of memory, changes of character and tempera- 
ment, hypersomnia and mental confusion. Some authors consider 
the triad of complex hallucinations, uncinate phenomena, dreamy 
states and aphasia as diagnostic of a lesion in the temporal lobe 
on the dominant side. 

A peculiar kind of astereognosis in which the patient is unable 
to recognize the shape and nature of familiar objects with the hand 
contralateral to the lesion and also is unable to retain memory of 
their size, shape or form has been described for parietal tumors. 

Menta! symptoms in tumors of the brain beyond this region usu- 
ally occur in the late stages of the disease, if at all, and are prob- 
ably due entirely to greatly increased intracranial pressure, except 
perhaps of simple visual hallucinations such as flashes of light or 
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eoler, which may occur in tumors of the occipital lobe, and crude 
tactile hallucinations which may occur in pontomedullary tumors 
and which are described as sensations suggesting ants creeping in 
or upon the skin. 


SUMMARY 


1. In 2,000 autopsies on patients dying at St. Elizabeths Hos- 
pital there were encountered 69 cases of intracranial neoplasm, an 
incidence of 3.45 per cent. While this figure is definitely higher 
than any previously reported, it is believed to be adequately ex- 
plained by the unusual care with which these brains were examined 
and described and also by the high percentage of postmortem ex- 
aminations in which the brain was subjected to scrutiny (99+ per 
cent). 

2. The infrequency with which the correct antemortem diagno- 
sis of brain tumor is made in mental hospitals was observed in this 
series and compared with similar figures previously reported from 
other mental hospitals. The diagnoses most frequently made are 
of organie conditions of the brain such as psychosis with organic 
brain disease, psychosis with cerebral arteriosclerosis, senile psy- 
chosis. Frequently these conditions are coexistent. Inasmuch as 
many of the patients admitted to the mental hospital because of 
the psychiatric sequellae of an expanding intracranial lesion show 
predominantly symptoms such as mental confusion, aphasic dis- 
turbances, hypersomnia, apathy, coma and stupor, little coopera- 
tion can be expected from them to aid in diagnosis. In patients 
previously psychotic and who subsequent to institutionalization de- 
velop a brain tumor cooperation also is seldom obtained. The im- 
portant thing then is for the physician in contact with such pa- 
tients to recognize and keep in the foreground the possibility that 
such a condition may exist. It is only by constant vigilance that 
one may avoid the embarrasing experience of having a large tumor 
of the brain discovered at autopsy in a patient for whom no such 
diagnosis was previously entertained. 

do. There is no psychosis characteristic of brain tumors. Nor 
are there any symptom-groups definitely characteristic of tumors 
located in specific lobes or areas. At the most, symptoms such as 
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euphoria, facetiousness, witzelsucht, uncinate phenomena, dreamy 
states, ete., are suggestive and must be confirmed by careful nen- 
rologie examination. 

4. The pathogenesis of mental symptoms associated with brain 
tumor is a complex one. Of the many factors involved intracranial 
hypertension is particularly important, although changes in the ad- 
jacent brain tissue, the size, location and rapidity of growth of the 
tumor and also the previous personality of the individual are sig- 
nificant. In the type of case most often seen at this institution, 
where the tumor has been developing for a relatively long period 
of time before being brought under observation, the symptoms are 
usually nonspecific, being those ordinarily associated with organic 
brain disease of any type, and probably largely due to the intra- 
cranial hypertension. Mental confusion, aphasic and sphincterie 
disturbances, and hypersommia are frequent and outstanding. Over 
half the patients in our restricted series died within six months of 
adimission, their institutionalization being brought about by men- 
tal symptoms as just deseribed. 

5. With the development of greater skill in brain surgery and 
the wider distribution and availability of such surgeons it is par- 
ticularly important that brain tumors be diagnosed sufliciently 
arly to permit of surgical reliel, even if this be no more than a 
simple decompression. To this end the physician must never lose 
sight of the possibility of the existence of a brain tumor in his psy- 
chotie patient, and if this diagnosis is suggested by the mental 
symptoms there should be made immediate and full utilization of 
all diagnostic aids, including encephalography when indicated. 
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STREPTOCOCCIC MENINGITIS WITH RECOVERY IN A CASE OF 
GENERAL PARESIS 


BY IRVING M. DERBY, B. 8., M. D., 
PATHOLOGIST 
AND 
MARK ZEIFERT, B. S., M. D., 
ASSISTANT PHYSICIAN, BROOKLYN STATE HOSPITAL 

Streptococcic meningitis is usually a fatal disease, Gray’ estimat- 
ing the mortality as over 97 per cent in reporting 66 cases with re- 
covery from 1901 to 1935. Recently, Neal’ gave a mortality rate of 
almost 95 per cent. Anderson’s® survey in May, 1937, brought the 
total of reported cases with recovery to 76—only 10 such cases ap- 
pearing in almost two years. The infrequency of recovery and its 
occurrence in a case of general paresis warrants reporting this 
additional case. 

Case Report 

P. J. S., male, aged 60, a salesman, was admitted to Brooklyn 
State Hospital, January 15, 1936, after two years of progressive 
mental and physical symptoms concurring with serological findings 
and diagnosis of psychosis with syphilitic meningo-encephalitis 
(general paresis). In relation to the later acute process the pre- 
vious history was unimportant other than that the patient had 
never complained of headache or dizziness. 

The weight was 95 pounds, height 5 feet, 9 inches. The pupils 
were equal, regular, reactive to accommodation but fixed to light. 
Bilateral central retinitis was present and moderate vascular scler- 
osis, but vision was approximately normal. The ear drums were 
normal on admission and later, but nerve deafness was present 
with normal bone conduction for low tones but not for high tones, 
while air conduction of tones was absent. Teeth were mostly pres- 
ent and in very poor condition. The tongue showed no tremor nor 
deviation, but a markedly paretic slurring speech defect was ap- 
parent. Patellar reflexes were absent, the Rhomberg positive. 
Otherwise there were no marked general physical findings. 

X-rays noted elongation of the aortic arch without aneurysm, 
and no evidence of pulmonary tuberculosis. Renal function was 
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good. Routine blood chemistry was not significant. Red and white 
cell counts were normal, the hemoglobin 14 gm. (Haden-Hausser). 
The blood Wassermann and Kline were strongly positive. The 
spinal fluid Wassermann and Kline were also strongly positive, 
with 35 cells per cubic centimeter, positive globulin (Ross-Jones), 
and gold eurve 5554448211. 

The general picture was that of a poorly nourished, untidy, 
grandiose and euphoric case of general paresis with persecutory 
ideas, poorly oriented but with fair memory and completely lack- 
ing insight. At times the patient become more confused and in- 
frequently showed psychomotor activity. 

Following a course of bismuth and a high calorie diet prepara- 
tory to a malarial course, a lumbar puncture was performed May 
19 at 3 p.m. The Wassermann and Kline reactions of this fluid 
were strongly positive with six cells per cubic centimeter, doubtful 
globulin reaction, and gold curve 4448332210. May 20, 23 hours 
later, he complained of headache and was depressed. Notable phy- 
sical findings were absent, and the patient was given five grains of 
acetylsalicylic acid. Under observation, an hour later he developed 
a chill and temperature of 102°. At this time there was slight but 
definite neck rigidity, no hyperesthesia but positive Kernig’s sign. 
A spinal puncture was done at this time. The fluid was opaque, 
under pressure of 10 mm. of mereury and sufficient withdrawn to 
reduce the pressure to 6 mm. It contained 5,580 cells per cubie 
centimeter with 99 per cent polymorphonuclear leucocytes. The 
gram-stained smear contained few short-chained streptococci. 
The culture gave a pure growth of streptococci producing green 
discoloration on agar containing blood. Tube No. 2 of this fluid 
sent to the New York State Department of Health laboratories 
gave the same result. 

The temperature continued to rise to 104.8°, declined to 101° and 
promptly rose again. The patient had marked difficulty in swallow- 
ing, the pulse became weak, respirations were rapid, labored, and 
shallow. He continually complained of acute headache. He was 
quieter and more cooperative to care, but growing continually 
weaker, 
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Might hours after the first, another spinal tap was done. The 
pressure was 14 mim. of mercury, the fluid definitely cloudy, con- 
taining 12,000 leucocytes per cubic centimeter with 99 per cent 
neutrophils. Pressure was reduced to 8 mm. of mereury. Smear 
and culture findings of this fluid were identical with the previous 
examination. A blood culture made at this time remained sterile, 
Blood count showed a leucocytosis of 29,000 with 92 per cent neu- 
trophils, and no appreciable diminution of erythrocyte count or 
hemoglobin. 

A regimen of spinal tap, removing sufficient fluid to reduce pres- 
sure every 12 hours, was commenced, hypodermoclyses with glu- 
cose and forced fluids instituted, cardiac stimulation and necessary 
sedation also being given. 

May 21, with the temperature ascending to 104.4°, gradually re- 
ceding to 101.6° and promptly rising again, the spinal fluid con- 
tinued cloudy with somewhat greenish tinge, and was under less 
pressure. Clinically, he began to vomit fluids given by mouth but 
no projectile vomiting occurred. Drowsiness was marked, the 
pulse was weak with galloping rhythm. At night the pulse became 
stronger but more irregular. Ile was unconscious and restless. 

On May 22 the temperature rose only to 102.8°. It descended 
slowly to 100° and continued to drop the following day. He was 
more alert and later in the day first required sedation because of 
continual attempts to get out of bed. Ile was drowsy but would 
complain of severe chest pain and headache. There was marked 
difficulty in swallowing. Catheterization now became necessary. 

Laboratory examination of fluids taken during these two days 
(May 21 and 22) gave cell counts of about 8,000 with 90 per cent 
neutrophils. No organisms were found in smears of centrifuged 
material, but cultural examinations gave identical results with the 
original culture. 


The following two days were similar, the temperature running 


between 99.2° and 100.4°. His vomiting, inability to swallow and 
drowsiness continued and a sensitivity to motion was first noted 
although no hyperesthesia could be demonstrated. A slight her- 
petiform eruption of the lips appeared. The cell counts of the 
fluids taken were about 6,000 with about 95 per cent neutrophils. 
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7) 


There was a leucocytosis of 14,000 with 89 per cent polymorpho- 
nuclears. 

May 25 his general condition was much better than previously. 
The Kernig’s sign became negative. Ile was no longer resentful 
to motion, dysphagia was obviously much less in that for the first 
time he was able to take fluids in quantity. He spoke rationally, 
coherently, and was without complaint. Ile was able to void and 
required no further catheterization. 

May 26 the moderately rising temperature of the day previous 
had reached 105° at 1 a. m., did not recede, and by 8 a. m. was 
104.4°. Hle was irrational, appeared dazed, was considerably 
weaker and choked whenever fluid was given by mouth. Spinal 
fluid pressure was 4 mm. of mercury, the cell count was 1,150, 95 
per cent neutrophils. A culture at the hospital and at the New 
York State Department of Health laboratories gave a pure growth 
of streptococcus viridans. This was the last puncture made. Blood 
culture taken at this time remained sterile. The leuecocytosis was 
12,200 with 91 per cent neutrophils. The temperature receded fol- 
lowing the morning peak, however, so that by midnight his temper- 
ature for the first time was normal, and continued so for the re- 
inainder of the observation period, which terminated June 7. 

The day after the exacerbation of symptoms, May 27, a vast 
change in his general condition was apparent. He apparently sud- 
denly lost his difficulty in swallowing, was alert and awake most of 
the day and had no headache. There was still some rigidity of the 
neck, but this had disappeared by May 28. Leucocytosis of 14,200 
was present, however, with 79 per cent neutrophils and the white 
cell count did not become normal until June 3. 

From this time his condition was considered the same as previous 
to the onset of the meningitis. The herpes disappeared in five 
days. There were no residual symptoms. It was difficult to keep 
the patient abed without restraint or medication and on June 2 he 
was allowed to be up and about. He remained ambulatory, shortly 
regained strength, and was in excellent physical condition despite 
his age. Ilis malarial course could well have been given earlier 
than in November. This consisted of nine high daily peaks before 
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termination, for a total of 103 hours of malarial fever. The patient 
withstood the therapy well but lost eight pounds, 


CoMMENT 


At first glance the source of infection seems obvious, but men- 
ingitis following lumbar puncture with only ordinary precautions 
is almost unknown‘ and such infections have not appeared in the 
literature surveyed. There are over 600 spinal taps per year done 
at this institution and in 11 years of personal knowledge this could 
only be the first occasion. A demonstrable focus of infection was 
not found, on repeated examination, however. Despite the chest 
pain no pulmonary signs were elicited. A postnasal drip with red- 
ness of the nasopharynx was present throughout the course but, 
unfortunately, no culture was made. Eight months later it is noted 
he had a cellulitis of the right face due to an abscess of an upper 
molar that required extraction. 

The treatment not being standardized, conservative treatment 
with eradication of focus and spinal drainage has given good re- 
sults as frequently as more complex methods. The therapeutic aim 
in this instance was to drain sufficient fluid to keep the pressure re- 
duced while forcing fluids and giving supportive care. It would 
be difficult to state the definite cause of recovery but it is our opin- 
ion that early and frequent spinal drainage had much to do with the 
outcome. Prontylin and prontosil were not available to us at the 
time this case was treated, but their value seenis limited in strepto- 
coccie infections other than hemolytie. 

An interesting laboratory observation was that while the Was- 
sermann spinal fluid reaction remained strongly positive, the Kline 
procedures became doubtful. While the Kline reactions later be- 
came positive they did not attain a strongly positive character for 
almost a year. The significance of this is not clear. In none of the 
specimens was there a positive Benedict reaction for sugar. It has 
been stated’® that fluids giving such negative reactions are unsatis- 
factory for application of the Kline procedures. Nevertheless, our 
experience otherwise has agreed that of with others,® that negative 
sugar findings do not abrogate Kline microprecipitation results in 
spinal fluids. 
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An interesting possibility for consideration is that there may 
have been a coincident flareup of an acute syphilitic meningitis. 
The possible effect of an acute meningeal process contributing to 
improvement in general paresis is also an interesting point. Par- 
ticularly as the patient’s mental improvement appeared to date 
from the acute meningitis rather than occurring after malaria. 

May 15, 1957, a vear after the acute meningitis, he shows neuro- 
logical residuals ascribable only to neurosyphilis. Contact with 
the patient is difficult because of his deafness but he is a willing 
ward worker, neat, has no abnormal mental traits, is well oriented 
and with intact memory. He has developed insight, shows good 
judgment, wishes to return home, and undoubtedly would be pa- 
roled except for present lack of a sponsor. The blood Wassermann 
and Kline are strongly positive; the spinal fluid Wassermann and 
Kline reactions are also strongly positive, 46 mononuclears per 
cubic centimeter, positive globulin, gold curve 555443210. 
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EPILEPTIC PSYCHOSIS---A CLINICAL STUDY 


BY ISIDORE SCHNAP, M. D., 
SENIOR ASSISTANT PHYSICIAN, KINGS PARK STATE HOSPITAL 


Epilepsy is a disease that has been studied from various angles, 
There has been sharp conflict between different schools of 
thought, the disease having been considered from both the physio- 
logical and psychological aspects with but few points of agree- 
ment. With the exceptions of articles by Doolittle, Shanahan and 
Diethelm, little has been written on the subject since the splendid 
papers by Clark and MacCurdy. 

The present paper is based on a study of 30 patients, of whom 17 
were male and 13 female, admitted to a civil State hospital and 
diagnosed psychosis with epilepsy. The disease in this series was 
considered to be primary or idiopathic although there was a his- 
tory of head trauma in several of the cases. In the latter group 
the diagnosis of epilepsy was made because of the presence of elin- 
ical symptoms associated with the disease, epilepsy. The problems 
of heredity, trauma, epileptic constitution, clinical picture and 
course of the disease while in the hospital will be discussed. 
lleredity 

The question of heredity in epilepsy is a moot one. Kraepelin 
reported a history of epilepsy in the ancestors of epilepties in 7.6 
per cent of his cases. He also found that the incidence of nervous 
and mental disease in the ancestors of epileptics did not exceed 
that in the ancestry of normal people. On the other hand, notably 
Davenport and Weeks found many evidences of other nervous dis- 
orders as migraine, extreme nervousness, chorea and paralysis in 
the ancestors of epilepties. 

In 26 cases (87 per cent) studied by the author the history is 
negative for nervous and mental disease in both the direct and col- 
lateral branches of the family. In only one case is there a history 
of epilepsy in the family, namely, in a second cousin of the patient. 
The remaining three cases show a history of psychosis in the fam- 
ily. These findings seem to corroborate those of Kraepelin. 
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Diethelm observed that frequently parents and grandparents 
had personality traits similar to those found in the epileptie pa- 
tient, but without any clinical signs of epilepsy. 

Rosanoff reported that in 45 cases of dizygotic twins of opposite 
sex epilepsy occurred in 32 instances in only one of the twins and 
affected both twins in the remaining 13. One of the cases in the 
group studied is one of a pair of dizygotic twins of opposite sex; 
the brother does not show any signs of epilepsy. 

Trauma 

The relationship of birth injuries and trauma to the etiology of 
epilepsy is not clearly understood. Ilenderson and Gillespie state 
that ‘‘in children the more recent estimates attribute less epilepto- 
genic importance than formerly to infantile birth palsies.’’ They 
furthermore claim that ‘‘this is inconsistent with the tendency to 
attribute many cases of idiopathic epilepsy to birth injury of the 
brain not followed by paralysis.”’ 

In six cases (20 per cent) of the series, labor was described as 
heing long and difficult wo of the patients were premature, one 
of whom sustained a birth injury to the right leg and arm, physical 
residuals of which are still marked. In the latter case convulsions 
began at the age of six weeks and have persisted. In the remain- 
ing five cases the order of onset of epilepsy was 4, 9, 16, 18 and 30 
years. It would seem that, with the exception of the case where 
epilepsy began at the age of six weeks, birth trauma did not play a 
significant réle in this group of cases. 

Trauma to the head is not considered to be an important cause of 
epilepsy in adults. Aldren Turner reported that in 18,000 cases of 
gunshot wounds of the head, less than 5 per cent developed epi- 
lepsy. There was a history of head trauma in five of the cases 
under discussion. In two of them, an injury at the age of 14 months 
and 30 years respectively was followed immediately by seizures. 
In one case a fractured skull aggravated the frequency and inten- 
sity of the attacks. In the remaining two cases the trauma pre- 
ceded the onset of convulsions by two and seven years respectively. 
It is the consensus of opinion that epilepsy following trauma to the 
head is more dependent on the constitution and personality makeup 
of the patient than on the actual trauma. 
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Patrick and Levy found a history of infantile convulsions in 
about 20 per cent of their cases as compared with 4 per cent ina 
control group. In this series four cases (13 per cent) had a his- 
tory of infantile convulsions. 

Jelliffe and White state that ‘*Hpilepsy and feeblemindedness 
show a great similarity in their hereditary reactions and both ap- 
pear to be due to a defect of the germ plasm, that is they are both 
recessives. As should be expected, therefore, the two conditions 
are frequently found associated.”’ 

In this series, 16 (53 per cent) of the patients were estimated to 
possess an average intelligence prior to the onset of the psychotic 
manifestations, The remaining 14 cases (47 per cent) were classed 
as borderline in their intelligence with two of the group considered 
as morons. As a result of the deterioration that is so prominent 
a clinical sign in epilepsy, very few of the patients would, at the 
present time, be placed in the average intelligence group. 
Epileptic Constitution. 

It is now generally agreed that there is a definite constellation of 
personality traits peculiar to the epileptic individual. —§ Pioneer 
work in this field was done by Clark and MacCurdy in their classie 
papers on the subject. 

Their investigations have demonstrated that these traits, for- 
merly held to be associated only in conjunction with the convul- 
sions, are frequently seem in the personality of the epileptie indi- 
vidual prior to the onset of the actual seizures. In fact, the dis- 
ease, epilepsy, can exist without convulsions and may be manifest 
in the typical epileptic personality and the presence of ‘epileptic 
equivalents’’ as fugues, automatic acts or dream states. 

Clark stated that ‘‘The salient features of the so-called epileptic 
personality in its most exquisite and classic evolution are egocen- 
tricity, extreme sensitiveness, marked emotional poverty and rigid- 
ity of ideation and mentation.’’ He furthermore found that by a 
careful and thorough anamnesis, these traits could be found to have 
existed since early childhood. 

MacCurdy wrote that ‘‘An overweaning egoism is the keynote 
of the (epileptic) character’’ and that the epileptic has never 
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learned to adjust to his environment from infancy. The potential 
epileptic lacks a strong social instinct. 

Doolittle disagrees with the aforementioned views and states 
that ‘‘Epilepsy can be engrafted on any type of personality the 
same as can any other disease.’’ He concludes that ‘‘The average 
person developing epilepsy has, at the beginning of seizures, the 
average personality traits existing in people in general if we elim- 
inate the primary mental defeets.’’ 

White, Kretschmer, Turner and others do not state in their writ- 
ings that the epileptic personality is present prior to the onset of 
the clinical disease. 

Several difficulties were inet with in the study of the pre-epilep- 
tie personality in this series of cases. In five of them nothing was 
known of the personality as the anamnesis was obtained from 
friends of the patients. In five other cases, the early personality 
could not be ascertained as the convulsions began at an early age 
(14 months to 7 years). The personality studies in the anamnesis 
were usually brief and were ascertained in particular reference 
to the prepsychotie personality and not primarily to the pre-epilep- 
tie status of the patient. 

In the remaining 20 cases definite statements were gathered re- 
garding the personality prior to the onset of convulsions. Ten 
showed no abnormality of the pre-epileptie personality while in the 
other 10 the personality was described by the following phrases: 
1. ‘*shy, seclusive ;”’ 


2. ‘‘emotional, shy, nervous, dreamy;’’ 3 
‘quiet, seclusive, few friends;’’ 4. ‘‘seclusive, preferred to play 
alone;’’ 5. ‘‘stubborn, sensitive, sociable ;’’ 6. ‘‘very quiet;’’ 7. 
“egotistical, boastful, bullying;’’ 8. ‘‘irritable;’’ 9. ‘‘spoiled 
child;’’ and 10. ‘‘attitude of fear.’’ 

It is interesting to note that the characteristics of seclusiveness, 
quietness and shyness were present in five of the cases; these tend- 
encies are noted frequently in the prepsychotie personality of pa- 
tients with dementia precox. Four patients had personality traits 
peculiar to the epileptic and the last one exhibited neurotie symp- 
toms. 

Walter Freeman has made an interesting study of the personal- 
ity in a pair of identical twins, one of whom had symptomatic epi- 
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lepsy, the result of a cerebral injury in infancy. Both twins ex- 
hibited egocentricity as the outstanding feature. Supersensitive- 
ness was even more marked in the normal twin than in the patient. 
Ile coneludes that the other manifestations shown by the patient, 
such as mental and physical inertia, explosive reactivity, perform. 
ance by rote, unproductivity and inelasticity of intellectual pro- 
cesses, are the result of the disease and not primarily present in 
the epileptic constitution. 

Maeder found that the sexuality of the epileptic was only little 
removed from the infantile stage. Clark stated that **ILe (the epi- 
leptic) is most frequently less sexually endowed than the average 
and when at all active in gratifying sexual desires he stops at the 
autoerotic level.’’ 

There is a lack of objectivity in the sexuality of the epileptic. 
The writer has noticed that, in a group of epileptics not psychotic, 
masturbation is frequently practiced, and the interest of the patient 
is primarily concerned with oral, anal, and urinary pleasures. 
Ileterosexuality is practically nonexistent. 

These statements are in agreement with the findings in the group 
under discussion. Twenty-one of the cases were single, six mar- 
ried, two widowed and one separated. In the nine who had been 
married, four developed epilepsy after their marriage and only in 
the remaining five was the disease present at the time of marriage. 
Clinical Picture 

The onset of convulsions in the series of cases ranged from the 
ages of 6 weeks to 39 years. Twelve of the cases had the first con- 
vulsion before the age of 11 years. In five of these cases, there was 
a contributing element either of birth trauma or an injury to the 
head. 

Thirteen cases developed the clinical signs of epilepsy between 
the ages of 1114 years and 25 years, this being the pubertal period 
in which the greatest stress is placed on the ego by the maturing 
sexual organs and the new demands made upon the individual by 
society. In one of this group, the first convulsion occurred at the 
age of 22 on the eve of embarkation to fight in France during the 
World War. The psychogenic determinant in this patient seemed 
to be the decisive factor in the onset of epilepsy. 
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In two cases, the onset of epilepsy could not be determined while 
in the remaining three the onset occurred in adult life at the ages of 
30, 35 and 39 years respectively. The characteristic personality 
of epilepsy and the degree of deterioration was less marked in 
this latter group. 

The symptoms which necessitated admission to a state hospital 
in the order of their importance were: excitement, confusional 
states, assaultiveness, deterioration, religious and paranoid delu- 
sions, auditory and visual hallucinations, depression and suicidal 
ideas. 

In this series the diagnosis of the various types of psychosis with 
epilepsy was made as follows: with excitement, 11 cases; with 
clouded state, 9 cases; with deterioration, 8 cases: with hallueina- 
tory state, 1 case; with paranoid trends, 1 case. 

The conditions of depression, excitement, confusion, delirium, 
ecstasy and stupor, according to Jelliffe and White, are transitory. 
The acute psychotic syndromes in this group of cases, with one ex- 
ception, lasted for only a relatively short period after admission. 
The exception is a female who continues to show, since her admis- 
sion, a marked affect of religious ecstasy, associated with visual 
and auditory hallucinations. 

Hallucinations were noted in 10 of the eases upon admission. 
The auditory type predominated in the syndromes whieh resembled 
catatonic excitement; while the visual type was marked in those 
who had a strong feeling of ecstasy with religious delusions. 

Though the majority of the paients showed some degree of de- 
terioration upon admission, this symptom was particularly prom- 
inent in eight cases. All of these cases were considered to be par- 
ticularly ‘‘irritable’’ in their contacts with reality. 

Usually, there was an increase in the number of seizures, both of 
the grand mal and petit mal types, associated with the onset of the 
psychosis. The clouded state and acute excitement frequently fol- 
lowed a series of severe convulsions. In several of the eases, no 
convulsions occurred but instead ‘‘epileptic equivalents’? were 
present as, for example, in the case of a man who committed a hom- 
icidal act. No examples of fugues were noted in this series. 
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Assaultive tendencies were noted in 11 of the patients, of whom 
only one had been considered to be dangerously homicidal. The 
writer agrees with Doolittle that ‘‘sexual and murderous assaults 
are not as frequent as some writers assert.’’ However, several of 
the patients are considered at the present time to be potentially 
homicidal. 

In two of the cases, both male, the onset of the psychosis resem- 
bled the symptomatology of catatonia. Both were in an acute ex- 
citement associated with the delusion that they were identified with 
Christ. In both, auditory hallucinations were marked. Jellitfe 
and White state that ‘‘The form of dementia precox in which con- 
vulsive seizures are most prone to occur is the catatonic.”? The 
acute symptoms lasted for only a short period after admission and 
their present symptoms are typically epileptic in nature. 

Alcohol played an important role in either precipitating or ag- 
gravating the psychotic symptoms in three of the cases, all males. 
In one ease, the intake of alcohol brought out convulsions while in 
the other two the patients had drunk excessively just prior to the 
onset of the psychosis. Clark wrote that epileptics bear indulgence 
in alcohol poorly and that they drink usually during periods of 
moodiness and depression. 

Jelliffe and White found that paranoid psychie states are quite 
common in epilepsy. Hinsie writes that delusions and ideas of ret- 
erence are fairly frequent but that systematized trends or delusions 
of persecution are rare. Mild paranoid trends and ideas of refer- 
ence were present in eight of the cases but none of the delusions 
was systematized or rigid. The delusions were noted to be directed 
onto many people or the entire environment rather than restricted 
as in dementia precox. When deterioration became more marked, 
the strength of the delusional system decreased. 

A state of depression associated with suicidal tendencies was 
noted in three cases. None of the patients at the present time is 
either depressed or considered to be suicidal. 

Course in the Hospital 

The length of residence in the hospital has ranged from five 
months to 14 years; the average being about three years, nine 
months. 
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The outstanding symptom at the present time in the great ma- 
jority of the eases is deterioration, which is characteristic of 
epileptic dementia. There has been a decrease of interest in the 
environment coincident with a diminution of intelligence, and a 
slumping in personal habits. The typical symptom-syndrome con- 
sisted of deterioration, childishness and irritability. 

MaeCurdy has written an excellent article on the process of de- 
terioration in his paper ‘* A Clinical Study of Epileptic Deteriora- 
tion.’’ He summarized the process as follows: The epileptic is 
extremely egoistic. His adaptations to his environment are less 
stable and he secures less satisfaction out of social life than his 
normal fellow. With a less favorable environment his interest be- 
comes lost and this is associated with a dissolution of his adapta- 
tions. This leads to a lowered mental tension and an intellectual 
decline. The process is cumulative, ending in the complete loss of 
personality with the patient existing in a vegetative state. Mac- 
Curdy concluded that ‘* Deterioration is potentially present in the 
epileptic makeup; it is as much a feature of the disease as are the 
convulsions and is probably a product of environmental maladjust- 
ment.’’ 

The writer agrees with the conclusions of MacCurdy that deteri- 
oration is dependent not primarily on the frequency and severity of 
the convulsive attacks, but on a favorable or unfavorable environ- 
ment. Deterioration is progressive in an unfavorable environment 
and the process is inhibited or decreased in a favorable environ- 
ment. He has noticed that deterioration has been practically ar- 
rested in a group of nonpsychotie epilepties who are living in a 
very favorable environment. This contrasts sharply with the 
amount of deterioration noted in most of the cases in this series. 

The argument may be offered that the epilepties who become psy- 
chotic are more prone to deterioration than the more benign types. 
But it might be added that, in all likelihood, were these patients in 
an environment that had given them satisfaction and encourage- 
ment, they would probably not have shown any psychotie symp- 
toms. Deterioration is an inevitable process in epilepsy but the 
maintaining of interest of the epileptic in his environment is usu- 
ally sufficient to arrest the process. 
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At the present time, deterioration is a prominent symptom in 25 
of the cases. Seventeen cases are greatly deteriorated and several 
of these wet and soil themselves. The remainder are less deterior- 
ated and take a proportionately better interest in the hospital en- 
vironment. 

MacCurdy stated that the deterioration tends to parallel the se- 
verity and duration of the convulsions in similar environments. It 
was noted that in this group of cases, the earlier the onset of con- 
vulsions, the greater the degree of deterioration at the present 
time. For example, individuals who had their first seizures in in- 
fancy or during the first few years of life are now the most dete- 
riorated. 

There was no particular relation noted between the number of 
convulsions per month at the present time and the degree of de- 
terioration. One of the patients who is greatly deteriorated, has 
from 14 to 36 seizures monthly while another, equally as deterior- 
ated, has but four attacks during the month. 

The number of convulsions per month ranged from none to 36, 
the average being 3. In general, there tended to be a decrease in 
the frequency of attacks after the psychotic symptoms have been 
well established. There were no instances of status epilepticus 
noted in any of the patients during their entire residence in the 
hospital. 

Many of the patients continue to be irritable and assaultive at 
times, particularly just before and following a convulsion. Two 
of the patients, both males, show ‘‘epileptic equivalents’’ in that 
they become potentially homicidal and impulsively assaultive. In 
some of the patients, periods of excitement often associated with 
clouded states occur in conjunction with seizures and last for a 
relatively short period. Those who are extremely deteriorated do 
not, as a rule, show any periods of excitement. 

Twenty-nine of the patients are free from hallucinations and sys- 
tematized delusions at the present time. It is relatively uncommon 
to find a long duration of delusions or hallucinations in cases of 
epilepsy remaining in a state hospital. However, there were short 
transitory periods noticed in some of the patients during which 
delusions and hallucinations were expressed, usually when they 
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were ina state of excitement or confusion. In only one of the cases 
have the original delusions and hallucinations, expressed on admis- 
sion, persisted to the present. 

Most of the patients demonstrated the ‘* plateau’’ type of speech. 
Practically all of them were described as being egocentric in their 
emotions and none of them was considered to be friendly in his con- 
tacts with other individuals. A poverty of ideas was present and 
the subject of conversation of the patient was nearly always con- 
cerning himself. Orientation was usually intact except in those 
patients who were grossly deteriorated. As was noted by Mac- 
Curdy, memory was found to be good when it pertained to some- 
thing which held the interest of the patient; otherwise it was poor. 


SUMMARY 


1. A study was made of 30 cases of epileptic psychosis in pa- 
tients resident in a State hospital. 

2. The relationship of heredity, birth injuries, head trauma, in- 
fantile convulsions, and teeblemindedness to the etiology of epi- 
lepsy is discussed. 

3. The epileptic personality is the important feature of the dis- 
ease and consists essentially of egocentricity, extreme sensitiveness 
and emotional poverty. 

4. The relationship of the preepileptic to the epileptic person- 
ality was equivocal in this series of cases. 

5. Systematized delusions and continued hallucinations were 
practically absent; mild transitory trends and hallucinations oe- 
curred during acute episodes of excitement or confusion. 

6. With continued residence in the hospital, the number of con- 
vulsions and the acute episodes were less frequent and both tended 
to be milder. 

7. Homicidal tendencies were present in only three cases. 

8. Deterioration was the outstanding symptom noted in this 
group of cases and is dependent most probably on environmental 
factors. 








THE PSYCHOLOGY OF HEADACHE: A CASE STUDIED 
EXPERIMENTALLY 
BY JULE EISENBUD, M. D.* 

Various clinical observations made by the writer over a period 
of several years led to the impression that the etiology of a broad 
class of headaches, including an unknown percentage of those 
classified under the migrainous syndrome, was related to the re- 
pression of hostile aggressive impulses.** In the spring of 1986 
a patient came under observation at the New York State Psychi- 
atric Institute and Hospital who provided material for a closer 
study of the psychology of headache, and also presented the oppor- 
tunity for forming and experimentally testing an hypothesis about 
the dynamies in operation. 


CasE ABSTRACT 

The patient, John M., was a 22-year-old male who on March 26, 
1934, developed a complete retrograde amnesia associated with 
frequent, almost daily, severe right-sided headaches. He was 
found by the police in a confused, wandering state and sent to a 
neurological hospital. He was discharged after nine days with the 
diagnosis of amnesia of hysterical origin, having by this time re- 
gained the memory of all but the last six weeks of his aninesie 
period, although his headaches persisted. Two weeks later he was 
again found suffering from a complete amnesia and sent to another 
hospital. There again all but the last six weeks of his amnesic 
period cleared up in the course of several hypnotic treatments, and 
he was discharged with the diagnosis of hysterical amnesia. He 
was eventually admitted to our hospital on May 6, 1936. 

Save for the history of convulsions while teething at one year of 
age, the patient had always been in excellent physical health. He 
had never had headaches until the onset of his amnesia. There 
was no history of headaches in the family. Physical examination 
at the time of admission was essentially negative except for a 


*From the clinical department of the New York State Psychiatrie Institute and Hospital, 
New York, N. Y. 

**Some time after the work with which this article is concerned had been in progress, an article 
by Frieda Fromm-Reichmann appeared in the Psychoanalytical Review of January, 1937, in which 
she stated that experience with eight cases of migraine had led her to the same view. 
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labile blood pressure. Laboratory studies, including the blood 
Wassermann reaction, were negative. Roentgenographie studies 
of the skull and sinuses showed no pathology. 

Investigation of the six-week period prior to the onset of the 
amnesia, the period for which the patient still remained amnesic, 
showed that this period included (1) the hospitalization of the pa- 
tient’s father for diabetic gangrene of the foot; (2) the amputation 
of the father’s leg 10 days later, and finally (3) the patient’s pawn- 
ing of all his father’s clothes in order, as he said, to get money 
enough to back some worthless cheeks he had written. Four days 
after this last event the patient developed complete retrograde am- 
nesia and headaches. 

Psychological investigation of the patient revealed a great deal 
of repressed hostility towards his father. Although his conscious 
attitude was one of dutiful concern for the father’s welfare, almost 
all of the patient’s frequent dreams expressed wishes for the lat- 
ter’s death or injury. It was found that his headaches tended to 
fellow such dreams with remarkable regularity, and that on days 
when he had headache the patient was irritable and seclusive. The 
reasou he gave for his seclusiveness was his feeling on such days 
thai if anybody were to provoke him or ‘‘rub him the wrong way”’ 
he might become assaultive. He nevertheless suppressed these im- 
pulses and was known to have struck another person on only one or 
two occasions. On other occasions he had mildly disturbing 
thoughts of suicide, although he seemed to be neither subjectively 
nor objectively depressed. 

[It was established on further investigation that at the time the 
patient pawned his father’s clothes his unconscious wish had heen 
for the father’s death, and that the act of disposing of the latter’s 
clothes represented the partial execution of this wish. (‘Tf my 
father dies, he won’t need his clothes. I will sell his clothes.’’) 
That this unconscious hostility was of long standing was revealed 
in the course of subsequent examinations when the patient recov- 
ered the hitherto completely repressed memory of acts of impul- 
sive aggression against his father, committed years before. One 
of these repressed memories dated from his twelfth year when he 
put lysol in his father’s whiskey in a sudden fit of rage, and an- 
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other dated from the patient’s thirteenth year when a similar im- 
pulse led him to substitute rat poison for one of his father’s me- 
dicinal powders. These acts were in the nature of explosive and 
uncontrollable impulses which were quickly repressed following 
their actual expression, the repression extending to the memory of 
the acts themselves. 

The remarkable relation between the patient’s unconscious ag- 
gressive impulses and his headaches became more strikingly ap- 
parent when an attempt was made to uncover the remaining period 
of the patient’s amnesia and to bring to consciousness thereby the 
ineniory, at least, of the events so closely bound up with his uneon- 
scious hostile impulses. Through hypnosis the memory of the re- 
maining six-week period was brought to the conscious level—the 
period including the amputation of the father’s leg and the pawn- 
ing of the father’s clothes. For the next 25 days, during which 
time he had the complete conscious memory of the six-week period 
for which he had originally been amnesic, the patient had only one 
30-minute headache. Although his headaches disappeared during 
this time, however, it became apparent that the patient had to cope, 
instead, with a great amount of anxiety which had not been present 
previously, that is, during the time he had been amnesic. He felt 
impelled to run feverishly from one activity to another and to see 
an inordinate number of moving picture shows, apparently in an 
effort to reduce this anxiety. When, after 25 days, the amnesia 
was reinduced through hypnotic suggestion, the patient’s anxiety 
seemed to disappear as suddenly as it had come, but the headaches 
returned. During the next 16-day period, throughout which the 
amnesia remained undisturbed, the patient had headaches on eight 
days, lasting from 30 minutes to seven hours and varying in se- 
verity between mild and ‘‘splitting,’’ most of them being right- 
sided. 

HyporuHEsis 

It became clear from the foregoing series of events that the 
patient’s psychic state at any one moment was an equilibrium in 
which a balance had been struck between anxiety on one hand, and 
amnesia associated with headaches on the other, and that there ex- 
isted a necessity for the quantity of anxiety to be kept down to a 
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tolerable minimum, even at the expense of the development of am- 
nesia and headache. 

These findings led to the clinical hypothesis that (1) the amne- 
sia the patient developed shortly after pawning his injured fa- 
ther’s clothes was a consequence of an intensification of repres- 
sion in order to escape the anxiety which arose when unconscious, 
hostile aggressive impulses were reactivated and on the verge of 
becoming conscious; (2) the repressed impulses were then ex- 
pressed in a somatie process manifesting itself in the symptom of 
headache. The hypothesis was extended from the particular to the 
general in this individual by the assumption that the repression of 
hostile aggressive impulses variously generated would call a sim- 
ilar somatic process into use. 


TECHNIQUE 


In order to test the hypothesis that the repression of hostile ag- 
gressive impulses gave rise to headaches in this individual, an 
investigation of his reaction to artificially induced complexes was 
undertaken. The technique employed was that suggested by A. R. 
Luria,’ and used by Huston, Shakow and Eriekson,? and Eriekson.* 
In order experimentally to create or induce an artificial complex 
in a subject, the latter is brought into deep hypnosis, in which 
state a situation is suggested to him which he is made to live 
through and experience very vividly. Granted that the subject ac- 
cepts the suggested experience as a real one, when he is awakened 
from hypnosis and complete posthypnotie amnesia is present, he is 
left harboring a so-called unconscious complex which is kept from 
consciousness by a process approximating repression. The symp- 
tomatic outlets of this repressed complex can be studied during the 
subject’s waking state, and the complex then destroyed by finally 
bringing it to the level of consciousness through hypnosis. 

Before beginning experimentation on our patient it was neees- 
sary again to uncover the amnesia through hypnosis in order to 
minimize, if not abolish, the disturbing effects of headache oceur- 
ring outside the experimental plan, it being borne in mind that 
during a former 25-day period following the uncovering of the pa- 
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tient’s amnesia he had only one 30-minute headache, although he 
had considerable anxiety. 

After the amnesia was lifted the plan was to induce various 
complexes in the patient by means of the above deseribed tech- 
nique, and to space them sufficiently widely apart so that the coin- 
cidence of complex and result could be separated from the possible 
occurrence of what might be termed artefacts. It was first estah- 
lished, of course, that the mere process of hypnosis itself—that is, 
hypnosis in which no complex was induced—did not result in head- 
ache, 

An attempt was made to avoid giving the patient the idea that 
he was the subject of an experimental procedure, or that he was 
under careful scrutiny for any special symptom. For several 
months prior to the start of the experiment proper, the patient had 
been trained in hypnosis and had also been trained to keep a daily 
diary of a variety of things included among which, but not conspie- 
uously emphasized, was the item of headaches. Conversations with 
the patient during the experimental period were purposely casual, 
with an attempt to have the patient take the lead. Additional in- 
formation was gathered from nurses and fellow patients who ob- 
served the patient without their being aware of the experimental 
procedure or that there was anything specifically to be looked for, 
and without the patient being aware that a checkup was being 
made, 

Description or Resvuits 

The following description of events will be dated from the day 
on which the patient’s amnesia was once again uncovered through 
hypnosis. Every headache following this event will be mentioned. 
Headache localization will be given wherever it was known. 

On the fifth and seventh days the patient had spontaneous 
right-sided headaches of 20 and 25 minutes duration respectively. 
This was found to be associated with a tendency for the anmesia 
to return immediately following the father’s rehospitalization for 
a poorly healing leg wound at the site of amputation. This was 
quickly cleared up without hypnosis. 

On the evening of the eleventh day, just before the patient re- 
tired, complex number 1 was induced in him. 
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When the patient was in deep hypnosis the following text was 
read to him, the story being entirely fictional. 
‘‘T’m going to recall to your mind an ineident which happened 
a few days ago. As I reeall this incident vou will remember the de- 
tails exactly as it happened and you will experience the same feel- 
ings you experienced at the time. It happened like this: You were 
walking along a corridor of the hospital when you noticed that 
the door to the nurse’s office was slightly ajar. Remembering 
that you wanted to ask about something, you walked over, knocked 
on the slightly opened door and pushed it open to enter. As the 
door swung open, however, you were surprised to find that the 
office was empty and that nobody was there. Deciding to wait, you 
quite innocently sat down and began to toy with a gold fountain 
pen which happened to be lying on the desk. Just then one of the 
male nurses whom you do not like came in. With an angry gesture 
| he snatched the pen out of your hand and demanded an explana- 
tion of your presence. You proceeded to give a truthful aecount 
of the innocent nature of your presence in the office, bringing out 
| the fact that you had found the door open; but the nurse insisted 
that the door had been locked and accused you of breaking in and 
trying to steal his pen. You beeame angry at this unjust aceusa- 
tion, but had to hide your feelings while you calmly asserted your 
innocence and apologized for having caused so much trouble. This 
nurse at first said he was going to report the incident to the au- 
| thorities, but after you pleaded with him to say nothing about it 
| he agreed to drop the matter saying, however, that he was going to 
keep his eye on you in the future. You thanked him profusely and 
| walked away quickly, attempting to smother your anger at having 
been thus unjustly dealt with. Do you remember this ineident?’’ 
The patient answered ‘‘yes’’ and he seemed angry. His brow was 
furrowed, his lips tight and his breathing hard. 
Complex number 1 makes use of symbolic equivalences whieh ob- 
viously transcend the immediate or manifest situation. 


The next morning the patient woke up feeling grouchy and ir- 
ritable, and complaining of a severe generalized headache which 
lasted one and three-quarter hours. He spontaneously referred 
his irritation to the fact that the day before the floor nurse had 
sarcastically said to him, ‘‘Do you really look for work?’’? Now 
the patient suddenly became all ‘‘steamed up’’ and said, ‘‘I was 
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going to say something, but I figured I’d better keep my mouth 
shut.’’ Questioning revealed that the patient had only become 
retrospectively ‘‘steamed up,’’ whereas at the time the remark 
was actually made it had passed as a jest. This reaction on the 
patient’s part was taken as evidence of his acceptance of complex 
number 1. The patient felt bothered by ‘something very vague.”’ 
Ile had no idea of what was bothering him whereas in the past, he 
said, there had always been something more or less concrete—this, 
of course, being a somewhat inaccurate self-observation on his 
part. He was irritable when anybody approached him, and felt 
impelled to stay by himself. Others remarked on his quietness, 

That evening (twelfth day) the patient was again hypnotized 
and complex number 1 reinforced. 

When the patient seemed deeply under hypnosis he was asked 
to recount the incident which had ‘‘happened’’ to him a few days 
previously. He rehearsed complex number 1, often using the same 
words as those of the original text which had been read to him. 
For example, he referred to the door as ‘‘slightly ajar;’’ he used 
the phrase, ‘‘report me to the authorities,’’ ete. It was noticed 
that he failed to deseribe the fountain pen as being a gold one, and 
that he did not say ‘‘male nurse’’ but simply ‘‘nurse’’ although 
he later referred to this person as ‘‘he.’’ Where he should have 
said, ‘‘I apologized,’’ he said, ‘‘I admitted it.’’ He was asked 
why he had admitted it. ‘‘Because he had me in a eorner.’’ He 
answered affirmatively when asked if the ineident had been both- 
ering him during the day. The patient was then told that the in- 
cident had actually oeeurred, and the text of complex number 1 
was again read to him. Posthypnotie amnesia was present follow- 
ing the termination of hypnosis. 

Starting at 3:30 a. m. on the thirteenth day, the patient had se- 
vere generalized headaches during the early and late morning to- 
talling 4 hours and 10 minutes. He stated, ‘‘Something has heen 
bothering me all morning. I was quiet again today. If anybody 
had rubbed my grain the wrong way I would have gotten real an- 
gry.’’ At noon the patient was put into deep hypnosis and he was 
told to forget complex number 1, that it was a mistaken idea, and 
that it had never really happened. Before termination of the hyp- 
nosis the patient was brought to ‘‘forget’’ complex number 1 after 
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agreeing that it had never really happened—but the complex was 
never brought into consciousness—that is, it was never suggested 
to the patient that after the termination of hypnosis he would con- 
sciously remember the complex and that he would then realize its 
unreality. For the rest of the afternoon the patient was appar- 
ently happy-go-lucky and free from headache, but on the next (four- 
teenth) day the incompletely destroyed complex again revealed 
its presence when the patient fell into an argument with a nurse 
after the latter had remarked upon the lackadaisacal manner in 
which he was carrying out his daily duties. The disagreement 
ended in the patient’s privileges being temporarily suspended, 
whereupon he once more became ‘‘all steamed up.’’? When asked 
why he was so angry he replied, ‘‘It was unfair; I was accused un- 
justly.*” This remark was interpreted as pointing to the continued 
activity of complex number 1 which had evidently not been ren- 
dered ineffectual by the mere process of invalidating it under hyp- 
nosis. The complex was nevertheless not disturbed, and on the 
next (fifteenth) day and again on the seventeenth day the patient 
had headaches totaling about two and one-half hours. On the 
eighteenth day no trace of the complex was found during the hyp- 
notic state, and no trace was thereafter detected in the patient’s 
words or actions, even though he was subsequently questioned 
about it in both the waking and hypnotie state. The assumption 
then was that by the eighteenth day complex number 1 had some- 
how dissipated itself and become extinct. A control experiment 
(complex number 8) was subsequently done to determine how long 
this patient would harbor a complex after it had once been invali- 
dated during hypnosis, although never brought to consciousness. 
In repeated questioning under hypnosis it was found to be strongly 
present on the second day after invalidation, weakly present on 
the sixth day, although capable of being ferreted out, and abso- 
lutely gone by the seventh day when persistent questioning was 
unable to reveal it. This would lend some support to the assump- 
tion made above, although the experiment should be done repeat- 
edly to really elucidate limiting factors. 

A factor complicating the appearance of a headache over these 
days was that on the fifteenth day the patient was found to be very 
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superficially amnesic for the one event which represented the spear- 
head of his hostile impulses against his father—the incident of 
pawning the latter’s clothes. It needed only a suggesting remark 
to refresh the patient’s memory for this, but at the same time the 
patient spontaneously recovered the hitherto repressed memorics 
of several occasions in his childhood when his father had severely 
beaten him. 

Following the experience with complex number 1, every later 
complex except one (complex number 8) which was suggested to 
the patient under hypnosis was subsequently brought out and 
rendered ineffectual by the process of bringing it to complete con- 
sciousness. 

On the evening of the eighteenth day complex number 2 was in- 
duced under hypnosis. Up to a certain point its content was based 
on an actual incident, but its main portion was fictional. The lan- 
guage used in the text of this story, as in that of following stories, 
was advisedly colloquial inasmuch as the patient himself habitually 
talked in slang and found such language easier to assimilate when 
it was spoken to him. Wherever possible the slang expressions in 
the text were such as were frequently used by the patient. 

**T want to recall to your mind an incident which happened a 
few days ago, but which you have possibly forgotten by now. As 
I reeall this incident you will see it in your mind exactly as it hap- 
pened and will reexperience the same emotions you felt at the time. 
A few days ago while vou were at breakfast, one of the fellows 
started to kid you and asked you whether you wanted a loan of 
money. He had a sneer in his voice implying that you were a bad 
risk and that you would try to get out of paying the loan. At 
first you ignored the remarks, as you happened to have a grouch 
on that morning, but he kept on annoying you until you got hot 
under the collar. Finally you got very sore and told him to shut 
up or you’d break a chair over his head. He got up and said he’d 
like to see you do it, and came over to you with clenched fists and 
a menacing expression. At this vou had to back down beeause he 
was taller and stronger than you and was known as quite a fighter. 
Although you were pretty sore and would have liked to smack him 
one, you realized that if you started anything he would have given 
you a terrific beating. You hated to back down, also, because a 
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couple of the other boys were standing around watching. He said, 
‘Well tough guy, what are you going to do about it?’ You 
couldn ’t do anything, though, and simply got up and walked away, 
boiling with anger. As you walked away he called you ‘yellow.’ 
Do you remember that?’’ The patient ‘‘remembered’’ the inei- 
dent vividly and trembled with emotion as it was recalled to him 
under hypnosis. 

After termination of the hypnosis complete posthypnotie am- 
nesia was present, but the patient’s acceptance of this complex 
was immediately indicated when he spontaneously worked around 
to a casual reference to his bad habit of gambling with other pa- 
tients. Robert, the implied adversary of the story, was the pa- 
tient’s constant gambling opponent, and was the person who, in 
reality a couple of days previously, had angered the patient with 
gibes about his financial integrity until the latter threatened to 
break a chair over Robert’s head. At this point in actuality both 
men ‘‘cooled off’’ and the incident came to an end. 

Complex number 2 was allowed to remain for two days without 
reinforcement. At 10:30 a.m. on the nineteenth day the patient de- 
veloped a severe right-sided headache just as he walked over to 
join a group of patients who were playing poker, Robert being in 
the group. About 15 minutes later the patient started to bait the 
latter about throwing pennies instead of dimes into the ‘‘pot.’’ 
‘*What’s the matter, are you afraid of losing your dough?’’ Robert 
got up, walked over and made a gesture as if to strike the patient. 
The latter blanched and walked away, although this was far from 
his usual type of response. Robert called after him, ‘*In the fu- 
ture you keep your mouth shut.’’ The patient replied, ‘‘ Aw, you 
can’t take it—always getting sore.’’ Others who witnessed the 
scene reported that the patient became as white as a sheet. The 
patient’s headache grew more severe following this incident, and 
finally passed off about two hours later after taking some aspirin. 
On the following (twentieth) day, the complex still present, the pa- 
tient visited his father for 15 minutes in the morning and then had 
severe right-sided headaches irregularly all day long. On the eve- 
ning of the twentieth day complex number 2 was brought out to 
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repeat the complex to the experimenter in the waking state. 


For the following five days the patient was free from headache. 
On the evening of the twenty-fifth day complex number 3 was in- 
duced under hypnosis, a complex this time calculated to leave the 
patient with a frustrated, unconscious heteroerotic impulse. 
complex was designed to be as free as possible of factors directly 
stimulating hostile aggressive impulses, although it was feared 
that unavoidable reverberations in this direction might possibly 
result because of the natural linkage between sexual inhibition and 
hostile aggression already existing in the patient’s unconscious 


Hypnosis terminated at 7:30 p.m. Complete posthypnotie¢ am- 
nesia present. The patient walked around the room saying that he 
felt nervous. He seemed confused. He then sat down and in a 
broken, groping fashion repeated the incident of complex number 
2, remarking that it seemed like a dream and that he did not know 
from where it had suddenly come. Finally he suggested that 
‘Maybe you put the idea into me to see my reaction to Robert.’’ 
This was neither denied nor admitted. The patient then assumed 
a bellicose look, tensed his lips and said, ‘‘I wouldn’t run away 
from a fight! I couldn’t—there were about thirty guys around, 
how would I look? Even if I got a few blows, I’d take it.’’ He 
then recalled many past incidents to prove that he had never 
shirked a fight, even though he had been worsted in many. 


system. 


Hypnosis begun at 10:45 p.m. When the patient was deeply in 
hypnosis the following purely fictional text was read to him— 

‘*T’m going to recall to your mind an ineident which happened 
a few days ago which you have possibly forgotten by now, but as I 
recall it you will remember it again detail for detail exactly as if 
happened, and you will experience the same emotions as you ex- 
perienced at the time. 

“*You were out walking one evening a few days ago when you 
happened to meet a girl whom you know who happened to be tak- 
ing a walk in the neighborhood. She greeted you pleasantly and 
invited you to accompany her on a stroll. This you did willingly, 
even eagerly, because she happened to be very good looking and 
charming, although somewhat older than you. You strolled with 
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her for a while indulging in pleasant conversation, but finally she 
stopped in front of an apartment house saying that this was where 
she lived. You talked outside for a while, but at length she sug- 
gested that it was getting colder and you might just as well talk 
inside. Would you come up? Your heart was beating rapidly 
at this unexpected invitation, but you hesitantly aecepted and went 
up with her. Upstairs you felt a little ill at east at first, not know- 
ing exactly on what plane you stood with her, but as the evening 
wore on both of you ‘thawed out’ somewhat. You played the radio, 
daneed, and began to feel very easy in one another’s presence. 
Soon, however, you became aware that certain disquieting thoughts 
were creeping into your mind. She was awfully good looking, and 
it was a pity to have all her beautiful softness and curves go to 
waste. You tried to put these thoughts out of your mind, but they 
kept coming back again making your heart beat faster and faster 
and your throat eatch. Was it possible? Could she be approached ? 
You wanted to take her in your arms—she seemed to be silently 
inviting—on the other hand, how could you? She was a respee- 
table girl, after all, was much older—might laugh at you! No— 
you had better not. A wild idea! Better get it out of your head. 
You finally smothered your rising feelings, noticing that anyway 
it was 10 p. m. and that you had better get back to the hospital. 
You made some sort of an embarrassed apology for having to go 
so early and took your leave. Down in the street again you were 
tortured by visions of what you might have enjoyed had you been 
a little more forward, but you tried to forget about it and returned 
to the hospital.’’ 

While still under hypnosis, the patient affirmed his vivid reeol- 
lection of the incident. When asked to describe the woman in 
question he stated, ‘‘She was thin. Her hair was curled up in the 
back. She had a nice figure.’’ He admitted that he desired her 
but said that he held back beeause ‘‘I was afraid. She was older; 
she might have laughed at me.”’ 

Hypnosis ended at 11 p.m. Posthypnotie amnesia present. The 
patient looked sheepish. He rubbed his face for a moment and 
then said with a laugh, ‘‘A funny thing happened to me yester- 
day.’’ He then told how for the past three nights he had been 
meeting a certain nice looking girl coming out of school at night 
and how he had accompanied her to her trolley ear. On the first 
two nights he had asked her if she wouldn’t tarry a while and 
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have a soda or a cup of coffee with him, but she had rejected this 
advanee. Last night he asked for a third time, just for fun, ex- 
pecting a refusal. He only had 15 cents in his pocket, but he was } 
sure he would be refused. Strangely enough the girl accepted. | 
‘*Was I in a spot! I just about was able to cover the check. Nice 

girl. Funny, huh.’’ 





On the twenty-sixth day the patient had a five-minute headache 
of medium severity about noon time. That afternoon he secured 
intercourse in a conventional and unaggressive manner, although 
he had had intercourse only once before in his life, two years pre- 
viously. The complex was left undisturbed, and on the next (twen- 
ty-seventh) day the patient again started out to secure intercourse, 
being deterred at the last minute, however, by outside circum- 
stances. During the twenty-sixth and twenty-seventh days the pa- 
tient was cheerful, sociable and relaxed. On the evening of the 
twenty-seventh day complex number 3 was lilted to consciousness 
through hypnosis. 

Hypnosis terminated at 10:35 p. m. Posthypnotie amnesia 
present. The patient said his head was spinning around like a 
top on awakening. He sat quietly for a couple of moments and 
then laughed. ‘‘You put a crazy idea in my mind about a girl.’’ 
He was requested to ‘‘talk it out.’’ The patient then rehearsed the 
incident, avowing that it had not been in his mind before this 
minute. In rehearsing the incident, the patient modified the text 
slightly by stating that he went in for a cup of coffee with the 
girl, and by neglecting to state that she was somewhat older. He 
was astounded to learn that he had been harboring this for two 
days. He wondered if this had had anything to do with his sudden 
impulse toward intercourse. 








The patient spent the next day pondering over the problem of 
free will and trying to understand how inner feelings motivate con- 
scious behavior. 

On the twenty-eighth and twenty-ninth days the patient was still 
free from headache, and on the evening of the twenty-ninth day 
complex number 4 was induced under hypnosis. 





Hypnosis was begun at 7:30 p. m. The following text (com- 
plex number 4) was read to the patient: 
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‘‘I’m going to recall to your mind an incident which happened 
a few days ago but which vou have possibly forgotten about. As 
[ reeall it you will remember it again detail for detail exactly as 
it happened, and you will experience the same emotions you ex- 
perienced at the time. 

‘‘In your work of trying to sell subscriptions for a New York 
newspaper to schools, you visited one school where you asked to 
speak to the principal, a woman. You weren’t granted an imme- 
diate interview because she happened to be busy and you were told 
to wait until she could see you. As you sat and waited you re- 
hearsed in your mind exactly how you were going to approach her, 
what you were going to say, the argument you would use to over- 
come her objections to buy, ete. You were anxious to make a sale. 
It meant a lot toward your standing down at the office. Finally 
you were let in to speak to the principal. As you advanced toward 
her she very curtly flung at you, ‘Yes, young man, what do you 
want?’ You started to explain your proposition, but before you 
got properly under way, she brushed you brusquely aside stating 
that she had no need for your paper and could waste no more time 
on you. You figured, however, that inasmuch as you had wasted 
so much time waiting for her you were not going to be placed that 
easily aside, and you kept on with your sales talk. At this she 
became very angry and started to give you a ‘piece of her mind.’ 
‘Listen here, young man,’ she said, ‘1 don’t have to tell you that 
your English is bad. It’s a disgrace that they let salesmen like 
you go out to make sales before they can speak the English of a 
four-year-old. It’s bad enough that your language is impossible, 
but add to that the fact that your manners are bad, that your 
shirt is dirty and that you need a shave, and you make a really 
offensive person. If you don’t get out this minute I’m going to 
have you thrown out.’ Of course you were flabbergasted to hear 
this. At first you didn’t know what to say; then you became vio- 
lently angry and were just about to tell her a thing or two but you 
decided to keep your mouth shut because, after all, she was the 
prineipal of a school, and who knows what nasty consequences 
might follow if you were to ‘shoot your mouth off’ like you felt 
like doing. You were boiling with rage, but you just slammed 
your hat on and ran out. Outside you kept feeling very angry 
and almost sorry that you hadn’t ‘let her have it.’ At least you 
might have felt better if you had gotten it off your chest.’’ 

* 2 © 
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Hypnosis was terminated at 7:50 p.m. When the patient awoke 
one of his first remarks was, ‘‘Say, how would you define a gentle- 
man?’’ 

‘*Why, what makes you ask?’’ 

‘*Well, the fellows were arguing about it yesterday and no one 
could come to a good definition which left out money and social 
position. I thought I’d ask you.’’ 

Several days previously the patient had actually had a some- 
what similar experience. After talking to the female principal of 
a school, the latter stated to him that she would try and see what 
she could do as far as taking a subseription to his paper, but in 
passing she remarked that the patient’s English was poor and that 
it might be a good thing for him to brush up on it. This did not 
oecur, however, in an atmosphere of brusqueness or anger. Every- 
thing passed off very cordially in fact. 

On the same evening, about two hours following the induction of 
complex number 4, the patient developed a right temporal head- 
ache which lasted until he fell asleep one-half hour later. On the 
next (thirtieth) day the patient had a right temporal headache ir- 
regularly all day up to about 8 p.m. During the day he began to 
wonder whether the experimenter had not somehow caused this 
headache in him, but he was unable to make it disappear. 

On the evening of the thirtieth day the complex was brought 
into consciousness through hypnosis. For the next eight days 
during which no complexes were induced the patient had no head- 
aches except one for 10 minutes directly following a ‘‘dirty trick’’ 
played on him by his employer. 

On the thirty-fourth day an hypnotie session was held with the 
patient during which no complex was induced. In this session, in 
order to sound the depth of his unconscious insight, the patient 
was asked what had been in ‘‘the back of his mind’’ at the time 
he pawned his father’s clothes. By way of response the patient 
did not answer the question asked, but brought forth, instead, the 
hitherto repressed memory of having given his father rat poison 
nine years before. Responding to suggestion, the patient was 
able to recall this memory in the waking state immediately hyp- 
nosis was terminated. The memory was not ‘‘worked over’’ with 
him. 




















JULE EISENBUD, M. D. 607 


On the evening of the thirty-eighth day complex number 5 was 
induced. 

Hypnosis begun at 11 p.m. The following text (complex num- 

ber 5) was read to the patient: 

‘*1’m going to reeall to your mind the ineident which happened 
this morning, an incident which you have had a tendency to forget 
because of its unpleasantness. As I reeall it to you now you will 
see it clearly, exactly as it happened, and will experience the same 
emotions as you experienced at the time. 

‘““This morning you were notified by the nurse that Dr. B. 
wanted to see you in regard to some books which were overdue at 
the library. You went to the nurse’s office to see Dr. B., but you 
were told that he was out. You had a few minutes to spare, how- 
ever, before setting out for downtown so you decided to wait. 
You took a seat on the hall bench outside the office. Suddenly you 
heard your name mentioned and you noticed that the door to the 
adjoining office was slightly open and someone inside was talking. 
Suddenly your name was mentioned again, and this time there 
eould be no mistake about it. You eame closer and listened in- 
tently. It was Dr. S. He was talking on the ’phone. You list- 
ened and you heard him say, ‘Is this the office of the New York 

—— newspaper? Do you have John M. employed there? You 
don’t know? Try the eireulation department? All right, connect 
me with the cireulation department. Hello, is this the city eir- 
culation manager? This is Dr. 8S. I understand that you have one 
of our patients employed there, a fellow by the name of John M. 
What! You didn’t know he was a patient? Why, he has been in 
our hospital for almost a year.’ 

‘“As you listened you beeame very tense. What was he up to? 
Was he going to ‘gum up’ the works or something? You heard 
him continue. He said, ‘] want to set you straight about John M. 
We do not consider him entirely trustworthy yet and we want you 
to know that if you continue to employ him you do so at your own 
risk. What’s that? Why, even today we found another example 
of his unreliability. A man from the library had to come after him 
to get some overdue books. Well, I just want to tell you that we 
accept no responsibility for the actions of John M. Goodbye.’ 

‘You were stunned. That fellow S.! What business had he to 
interfere that way in your life? Did he realize how hard you 
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worked to get that job? What right did he have to do a thing like 
this to you? For a moment you thought you couldn’t restrain 
your rage. You were trying hard to keep cool, but you couldn’t. 
You felt like rushing in and breaking a chair over his head. You 
were shaking with rage. Just, then someone behind you said, 
‘What are you doing here?’ You swung around to see Dr. B. 
towering over you. You didn’t know what to do. You tried to say 
something, but words wouldn’t come. You felt like exploding. For 
a minute you stood shaking, but you suddenly rushed past him and 
out into the street. You were fit to be tied.’’ 
* * * 

The patient was apparently in the throes of heavy emotion. His 
breathing was fast, his pulse rapid, his lips tense and his brow fur- 
rowed. Ile affirmed his recollection of the incident when asked 
about it. 

Hypnosis terminated at 11:10 p.m. Posthypnotie amnesia pres- 
ent. Patient remarked, ‘‘Gee, you have to do some bookkeeping 
down at the office. I ran 20 cents short yesterday and I had to 
make good.’’ He went over and toyed with his account sheet 
which was lying on the bureau. 

Although the greater part of the text of complex number 5 was 
purely fictional, it referred to several real incidents. An investi- 
gator from the library actually had come to check up on the pa- 
tient’s overdue book, and the patient had actually been asked to 
stop in and see Dr. B, but the latter was out. Also, the patient 
had recently been taking odd jobs at a New York newspaper of- 
fice in the hope of getting a permanent job. 

Immediately preceding the hypnotic session the patient had 
been given 0.3 mg. ergotamine tartrate by hypodermic and on the 
following (thirty-ninth) morning 0.5 mg. by mouth. Ergotamine 
tartrate has lately been advanced as a specific for controlling or 
aborting headaches of the migrainous type.*. It had been estab- 
lished two days before that the mere subcutaneous injection of 
0.3 mg. of ergotamine tartrate had apparently no effect on the 
patient. On the morning of the thirty-ninth day the patient’s head 
felt heavy. Although he had no headache, he remained in an ir- 
ritable mood all day, and in the late afternoon, in fact, reacted to 
an inspector’s routine criticism by violently kicking his bundle of 
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papers and shouting derisively at the inspector. On the evening 
of this day complex number 5 was lifted to consciousness through 
hypnosis. After the patient had rehearsed the content of the com- 
plex in his waking state, he remarked, ‘‘Gee! supposing I had 
met Dr. S. this morning, I might have taken a swing at him.”’ 
On the forty-second day the patient had a two-minute spontane- 
ous headache, and on that evening complex number 6 was induced. 
The suggested story this time had been designed to leave the pa- 
tient with an unconscious guilt feeling, and was again as free of 
unconscious hostile aggression as possible. The text of this en- 
tirely fictional story is essentially similar to that used by Huston, 
Shakow and Erickson.* Note its rather obvious symbolism. 

The patient had just returned from a rendezvous with a girl, R. 
Hypnosis begun at 12:50 a.m. The following text (complex num- 
ber 6) was read to the patient : 

‘‘T’m going to recall to your mind an unpleasant incident which 
happened tonight, an incident which you have been trying to for- 
get but which is nevertheless weighing on your mind quite 
heavily. 

‘*You ealled for R. at the appointed time, as you recall, and then 
both of you went out to a movie. She looked very nice, and you 
complimented her on the dress she was wearing. She told you 
that it was a new dress which she was wearing for the first time 
this evening. She had wanted it for a long time, but had had to 
sacrifice and save for months before she got enough money together 
to buy it. You were sitting and smoking in the movies when you 
suddenly noticed an odor of something burning. It smelled like 
cloth burning. You looked down at your side and noticed that the 
cigarette you were holding in your hand was in contact with her 
dress and that the odor and smoke were coming from there. You 
were horrified at this. You quickly put the cigarette out and 
brushed your hand lightly against her dress to snuff out the burn- 
ing cloth. She had not noticed a thing in the meanwhile, and said 
nothing about it. Throughout the rest of the picture you were 
naturally very uncomfortable and perspired a lot. When the show 
was over, and you were outside in the light helping her with her 
coat, you looked and saw that there was a hole in her dress about 
an inch wide. She still was completely unaware of the accident. 
You felt terrible! You wondered how she would feel when she dis- 
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covered the damage. As you took her home you were debating with 
yourself whether or not to tell her exactly how it happened, but you 
somehow couldn’t bring yourself to confess. When you finally left 
her you still hadn’t said a thing about it and you went away feel- 
ing rather guilty. You had burned a hole in her nice new dress 
for which she had saved for months. Of course it was an acci- 
dent, but you still felt pretty badly about it and she would prob- 
ably never know how it happened because you wouldn’t tell her.’’ 
* * e 

Hypnosis terminated at 1 a. m. Afterwards the physician cas- 
ually lit a cigarette and happened to drop some ashes on the floor. 
When he begged the patient’s pardon for this, the latter said, 
‘‘Yes, the nurse comes in and sees all your ashes in my ash tray 
and I get blamed for it. You know you’re not supposed to smoke in 
the room.’’ He refused a proferred cigarette. 

On the next (forty-third) day the patient felt low and out of 
sorts. He remarked to himself, ‘‘The doctor must have done 
something to me today because I felt swell yesterday and last 
night.’’ Nevertheless he did not try to search for any hidden 
complex, and was unable to throw his mood off. Although he eus- 
tomarily smoked from one and one-half to two packages of cig- 
arettes daily, on this day he did not smoke a single cigarette, but 
kept chewing on an unlighted cigar all day long. In the evening 
he experienced an eight-minute right temporal headache during 
the course of two hours he spent with R., the girl in the story. 
Later that night the complex was brought out to consciousness 
through hypnosis. Afterward the patient was asked if the eom- 
plex might have had any meaning besides its apparent one. 
‘*Yes,’’ he replied. ‘* Burning a hole in a woman’s dress with a 
cigarette is like going into a woman. Am I right?’’ 

On the forty-fourth day the patient had no headache, and on 
the evening of that day complex number 5 was again induced in 
him. This was the very same complex which had originally been 
given him along with ergotamine tartrate. 


This time he was 
given a hypodermic of sterile saline instead, and on the following 
morning two grains of sodium bicarbonate made up to look like 
the ergotamine tartrate pill he had taken on the former occasion. 
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Toward noon of the forty-fifth day the patient had a four-minute 
right-sided headache, although there was no other symptomatic or 
verbal evidence of the presence of the complex in him. On the 
morning of the forty-sixth day complex number 5 was brought 
out to consciousness through hypnosis. 

Hypnosis begun at 8:20 a. m. The patient repeated complex 

number 5 by request and the complex was then brought to con- 
sciousness. Hypnosis ended at 8:30 a. m. Complex discussed. 
The patient remarked that he did not feel as badly yesterday as on 
the day, sometime before, when complex number 5 was first in- 
duced. He offered as a reason the fact that between these two 
times, i. e., a few days ago, he found out that the people at the 
newspaper office already knew that he was a patient here and that 
it did not make any difference. 

Over the next 49-day period (up to the ninety-fifth day) the pa- 
tient had seven spontaneous headaches totaling less than four hours 
in duration. On the fifty-second and one hundred and third days 
complexes of the hostile aggressive type were again induced in the 
patient, but these were not followed by symptomatic reactions of 
any clinically observable sort. On the one hundred and twenty- 
ninth day, after a 34-day period of absence of headache, another at- 
tempt was made, and this time the complex induced was calculated 
to be sufficiently powerful and close enough to the patient’s natural 
unconscious aggressive impulses to take effect if an effect could 
still he produced. It was followed by a right temporal headache of 
only 15 minutes duration. An explanation of the dynamies of com- 
plex number 9 and why it was thought to be so effective would ne- 
cessitate such a detailed elucidation of the patient’s past history, 
dreams, and personal symbol patterns, that although it is ulti- 
mately germaine to the case, such a discussion would transcend the 
intended scope of this paper. 

It was felt at this stage that because of the difficulty experienced 
in any longer producing headaches in the patient with artificially 
induced complexes, and in view of the continued absence of spon- 
taneous headaches (one 25-minute right-sided headache over a 
period of six weeks), the logical next step was to see the effect of 
reinducing the patient’s original amnesia through hypnosis. This 
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would reestablish the conditions of repression which originally, ae- 
cording to the hypothesis, had resulted in the neutralization of the 
patient’s ‘‘floating’’ anxiety and the conversion of his unconscious 
hostile aggressive impulses into headaches. It was now felt that 
if, in addition to the relative ineffectuality of complexes numbers 
7, 8 and 9, this final manoeuvre failed to be followed by the reap- 
pearance of headaches, a definite alteration of the patient’s psycho- 
somatie reaction pattern would have to be postulated whereby the 
patient would have to be regarded as relatively ‘‘fast’’ or refrac- 
tory to further experimentation. 

On the one hundred and thirty-ninth day, then, the patient’s am- 
nesia for the traumatic six-week period prior to his initial hos- 
pitalization was reestablished through hypnosis and left in effeet 
for 15 days before it was again lifted through hypnosis. Over this 
entire period the patient had only one right temporal, three-minute 
headache. No further experimentation was attempted with this 
patient. 

It should be noted that for the past 24-week period (up to the 
date of this writing) during which the patient was at first rela- 
tively, and for the last 16 weeks, save for two fleeting ones, totally 
headache free, he has been cheerful, free from anxiety, and with 
no tendency to relapse into the amnesic state. During this last 
period, moreover, the patient has been repeatedly subjected to 
Inany provocations of a sort which formerly would have tended to 
result in headache. On the one hundred and sixth day, for in- 
stance, the patient’s employer rather unjustly ‘‘stood him on the 
carpet’’ and mercilessly flayed him for over two hours in the pres- 
ence of a number of other employees. The patient left the office 
‘‘reeling,’’ as he said. His first remark to the physician that night 
was, ‘‘Say, if ever I should have had a headache it should have 
been today.’’ A more pertinent example, perhaps, is the fact that 
on the one hundred and sixtieth day the patient was able to weather 
unaided, and without the development of headache, anxiety or am- 
nesie tendency, the circumstance of his father’s hospitalization for 
a severe heart attack. It is to be borne in mind that this event ap- 
proximates closely to the event which originally precipitated the 
patient’s amnesia and headache. 
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Discussion 

In this investigation we have not been primarily concerned with 
the intermediate chain of physiological events linking the repres- 
sion of an impulse to the development of headache. This chain has 
been considered as one dynamic unit, and the process by which this 
chain is utilized has been referred to as conversion. 

The results of the investigation, although open to equivocation, 
tend to indicate the basic soundness of the hypothesis that the re- 
pression of unconscious, hostile aggressive impulses converted 
these impulses into headaches in the patient studied. As far as 
they have gone, also, the results tend to indicate that the patient 
has available and can utilize outlets other than the symptom of 
headache for unconscious impulses not of the hostile aggressive 
type. 

In the estimation of these results two things should be borne in 
mind at the outset. First, one is dealing with a set of variables 
nore numerous and more complexly interrelated than it might at 
first appear. Second, one cannot correctly evaluate the experi- 
mental results on a simple statistical basis, the main objection to 
such an approach being that, unlike an experiment in mechanics 
which can be repeated indefinitely without altering the conditions 
of experimentation, each experiment in our series causes some al- 
teration in the subject. 

Returning to the first point, it is naturally possible that while 
certain known or unknown variables might have operated to abort 
the development of headache, others might have operated to pro- 
duce headaches which were entirely unrelated to the induction of 
specific complexes, or at least in no conformity to the dynamies 
outlined in the hypothesis advanced. The possibility that our hy- 
pothesis was not broad enough to account for the majority of sig- 
nificant variables is a possibility which is always a valid critique 
of any series where the results do not show a one-to-one correla- 
tion. The hypothesis upon which our series was based is admit- 
tedly crude, for instance, in merely calling for ‘the repression of 
hostile, aggressive impulses’? without specifying quantitative lim- 
itations. Perhaps complexes numbers 7 and 8, for example, were 
ineffectual because they failed to generate a sufficient degree of un- 
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conscious, hostile aggression. It was for this reason that complex 
number 9 was designed to be a limiting case in respect to this 
variable; but the critique still holds in respect to other possible 
variables, 

In complex number 1 the analysis of results is complicated by 
at least two factors requiring examination. The first is that al- 
though the subject was considered to have revealed the continued 
presence of the complex in him long after it was supposedly invali- 
dated under hypnosis, and although a control experiment (complex 
number 8) seemed to indicate that an undisturbed induced com- 
plex, like an induced electrical current, had a limited temporal ex- 
istence with steadily diminishing effect, the evidence that the in- 
duced complex in question was in effect for seven days and that 
the headaches were related to its presence is not in itself over- 
whelmingly conclusive. The data are further complicated by the 
inild amnesic tendency revealed in the middle of this period. Al- 
though this tendency may have been negligible from a clinical 
standpoint, its appearance during the experimental period natur- 
ally raises a question regarding the extent of repression and of 
spontaneous or nonexperimental conversion it represented. It is 
possibly true that the very induction of complex number 1 might 
have reenforced a natural amnesic tendency because of its trans- 
ference relationship to the subject’s already existing natural com- 
plexes. For that matter it might be demonstrated that every one 
of the ‘‘spontaneous’’ headaches which the subject developed dur- 
ing the entire experimental period conformed to the dynamic con- 
ditions advanced in our hypothesis; but any such headache would 
still have to be considered an artefact, in the analysis of experi- 
imental data, so long as it was not in direct relation to the induction 
of a complex. 


A variable factor of a different nature, the reactivating effect of 
a ‘‘target,’’ seems fairly clearly to operate in the development of 
the headaches following the induction of complex number 2. Here 
the onset of the patient’s headache was delayed until he happened 
to confront Robert, the direct target of his unconscious, hostile ag- 
gressive impulses. On the next day the onset of the headache was 
delayed until the patient confronted his father. For the present 
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it would be bootless to speculate over whether the father reacti- 
vated the unconscious, hostile aggressive impulse of the complex, 
or whether the complex reactivated the subject’s natural uncon- 
scious, hostile aggressive impulses toward the father. It must suf- 
fice to merely point out that here there is operating an adjuvant 
factor not defined in the original hypothesis. 

The possibility that the conversion of a repressed hostile aggres- 
sive impulse into headache is not a highly specific reaction and that 
it may ultimately depend on the availability or nonavailability of 
other levels of discharge which exist in a dynamic hierarchy, is 
suggested by the results of the induction of complexes numbers 3 
and 6. In complex number 3 where the subject was left with an 
unconscious erotic impulse of considerable urgency, it appears that 
although he developed a five-minute headache, he was able to util- 
ize other symptomatic outlets to better advantage. This is also 
apparent in complex number 6, where there was only an eight- 
minute headache, but where the development of an obvious reac- 
tion formation is seen in the subject’s repudiation of his cigarette 
habit. 

The introduction of a controlled variable is seen in complex num- 
ber 5 where its second induction, accompanied by a hypodermic 
of saline, was done as a control for the former experiment where 
the same complex, given with ergotamine tartrate, resulted in no 
headache. The fact that there was only a four-minute headache 
following the control induction of complex number 5 naturally 
raises the question as to whether the complex would originally 
have been followed by headache in any case. It is possible that a 
perfect control in this form can never be done because of the likeli- 
hood that once a complex has been brought out to consciousness it 
can never thereafter exercise the same force in the unconscious 
system. Clinical experience tends to point to this fact, but final 
confirmation of this theorem will have to come from the analysis 
of further work with the Luria technique. It should be pointed out, 
however, that the first time complex number 5 was given it demon- 
strated its effect on the patient’s mood, actions and verbal produc- 
tions throughout the entire period it was left in effect. The second 
time, although it was accepted by the patient under hypnosis, it 
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failed to betray itself in the waking state under careful clinical 
scrutiny. The obvious experiment to have elucidated this matter 
would have been to induce another complex which would be fol- 
lowed by headache, bring the complex to consciousness, and then re- 
induce the same complex in order to observe the appearance or 
non-appearance of headache. This unfortunately was no longer 
possible with the subject of these experiments, as he was found re- 
fractory to the induction of any further headaches. The 15-minute 
headache following complex number 9 was considered insufficient to 
vield a significant result with a control. 

Another question which should be experimentally investigated is 
whether the ergotamine tartrate, if it aborts the development of 
headache by merely interrupting a physiological chain without al- 
tering the psychological vector, does not force other levels of dis- 
charge into use by a process of robbing Peter to pay Paul. 

The question of refractoriness necessitates some discussion. Dis- 
regarding complex number 5 which, as explained above, is unsuit- 
able for analysis, only the first three of six complexes of the hostile 
aggressive type were followed by headaches of significant magni- 
tude. The ineffectualness of the last three complexes, together 
with the disappearance of ‘‘spontaneous’’ headaches and the final 
failure to even produce a headache by reinducing the amnesia, sug- 
gests the operation of an abreactive factor inherent in the tech- 
nique of experimentation. Luria,’ and Huston, et al? have dis- 
cussed this factor in their work, and Erickson® has speculated on 
its mode of operation in a case of ejaculatio preecox. Exactly how 
this factor operates is still not entirely clear, and its discussion 
would in any case not be proper to the scope of this paper. Let it 
merely be mentioned that the disappearance of spontaneous head- 
aches in this subject, and the development of an apparent refrac- 
toriness to the induction of headaches after a certain point had 
been reached, were related to such changes in the subject’s total 
personality as the structure of his dreams, his attitudes toward 
work and the opposite sex, the attainment of a mood consistently 
relaxed and free from anxiety, and the development of an intellec- 
tual insight far beyond ordinary expectation. 
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In speaking about refractoriness ‘‘after a certain point had been 
reached,’’ it will be recalled that following the hypnotic session 
when the patient recovered the memory of having at 13 years of 
age given his father rat poison, none of the induced complexes were 
followed by a headache of significant magnitude. It may be argued 
that the recovery of a repressed memory, rather than any factor 
inherent in the technique of experimentation, was perhaps the most 
important therapeutie circumstance. In answer to this it may be 
stated that a month before experimentation was even begun a sim- 
ilarly repressed memory of apparently equal significance, the mem- 
ory of having at 12 years of age put lysol into the father’s whis- 
key, came to consciousness quite spontaneously without in itself 
being therapeutic in respect to either the patient’s amnesia or his 
headaches. 

The original hypothesis called for the observation of the dy- 
namics of headache in relation to anxiety, or a quantity of as yet 
vaguely defined ‘‘nervous tension.’’ In describing results thus far 
we have had to content ourselves with the description of clinically 
observable anxiety where a more precise index of this tension 
would have been to greater advantage. Actually, tests on the sub- 
ject’s parotid gland secretory rate, which Strongin and Hinsie’® 
have indicated to be a sensitive correlative of tension in their work 
on psychotic, psychoneurotie and normal subjects, give results in 
complete aceord with our hypothesis. These results will have to be 
included in a separate communication, although it may be stated 
here that repeated tests on the patient before this series of experi- 
iments was begun placed him consistently in the tense, psychoneu- 
rotic group, while tests after the series had been completed showed 
him to be consistently in the average normal group. 

One cannot in any case yet venture to predict the stability or 
permanency of any therapeutic result. 

Although the results of this investigation tend to indicate a re- 
lationship between the repression of hostile aggressive impulses 
and headache in the patient studied, any claims to a more general 
applicability of this relationship will naturally have to rest on the 
results of a thoroughly controlled series. Indeed, it may be ulti- 
mately found that because of an abreactive factor inherent in the 
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very technique of experimentation, a strictly rigorous proof of 
such a relationship can never proceed from the investigation of any 
one individual, and that the only approach to the problem would be 
to extend a suitable hypothesis to a group of individuals in order 
to then test results with simple statistical methods. If, for exam- 
ple, the above series of experiments were to be repeated with an- 
other individual under similar conditions, it might be found again 
that the induction of a complex of the hostile aggressive variety 
would be followed by headache on only three or four occasions. 
Thereafter the proof of the relationship, as judged by simple sta- 
tistical methods, would become progressively weaker pari passu 
as the series of experiments was arithmetically extended to include 
more and more negative correlations. If, however, a significant 
number among a group of 100 individuals showed similar results, 
namely, positive correlations early and negative later, one would 
thereby approach more closely to proof of both the stated rela- 
tionship itself and the existence of an abreactive factor. 

It may be found, of course, that when all variables (anatomical 
or somatie predisposition, available levels of discharge, ete.) are 
taken into strict account, it will be more precise to regard an hypo- 
thesis defining the relationship between the repression of hostile 
aggressive impulses and the development of headache as repre- 
senting a fairly valid generality rather than a highly specifie reac- 
tion—a generality valid, that is, under conditions of the usual in- 
dividual’s dynamic equilibrium in the usual social context. 

Under the heading of ‘‘the usual individual’s dynamic equilib- 
rium’’ would have to be set down many interdependent factors, not 
the least of which would be an individual’s somatie constitution 
and the levels of discharge it favored. Thus it would probably be 
correct to surmise that more individuals are dealing with the prob- 
lem of repressed, hostile aggression than have the symptom of 
headache. It might be found that only a certain number in a group 
of individuals will react to the induction of hostile aggressive com- 
plexes by the development of headache, and that others will react 
by the development of symptom patterns ranging from convulsive 
disorders to compulsion neurosis—symptoms, in other words, di- 
verse for the group but specific in the individual. 








—_- 
—— me 





a 





ee 





——— 





JULE EISENBUD, M. D. 619 


The social context has to be taken into account because of the 
wide variation in the availability or ‘‘permissibility’’ of possible 
outlets for aggression among different cultures, religious groups, 
social strata and even families. A given individual from one of 
these groups might have to call more upon the forces of repression 
in dealing with his erotic than with his aggressive impulses and 
thus be forced to convert the former rather than the latter into the 
channels leading to headache. Further research may clarify these 
problems. 

As a final note, let it be stated that no impressions concerning 
the psychology of sidedness in headache are warranted by the data 
of this investigation. 

SUMMARY 

The psychological investigation of a certain subject led to the 
hypothesis that his headaches were related to the repression of 
hostile aggressive impulses. ‘To test this hypothesis a technique 
of experimentation based on the Luria technique of hypnotically- 
induced complexes was used. The results are described and their 
significance discussed, Indications for further research are sug- 
gested. 
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RACIAL VARIATION IN THE BLOOD-CEREBROSPINAL FLUID BARRIER 
OF NORMAL CHILDREN* 

BY FRED A. METTLER, A. M., PH.D., M. D.: MEINHARD ROBINOW, M. D.; 
HENRY GEORGE STELLING, B. 8., M. 8., P. H.; CLAUDE McK. 
BURPEE, M. D., AND MEYER K. AMDUR, M. D. 

COMMUNICATED FROM THE DEPARTMENTS OF ANATOMY AND PEDIATRICS, UNIVERSITY OF 
GEORGIA SCHOOL OF MEDICINE AND THE UNIVERSITY HOSPITAL, AUGUSTA, GEORGIA 

The neurologic literature to January, 1937, presents a mass of 
data compiled from facts based upon the observation that the rela- 
tionship of bromide in the spinal fluid to bromide in the blood, when 
this substance has been previously administered per os, remains at 
a fairly constant figure which for the normal is taken to be 2.9—3.5. 
This ratio is obtained by dividing the amount of blood bromide by 
cerebrospinal fluid bromide (C.S. F. Br.) and is called the bromide 
permeability quotient (Br. P-Q) a direct expression of the cere- 
brospinal fluid concentration (¢. r. concentration rachnidienne) in 
terms of blood concentration (KKatzenelbogen, 1935). The test in 
general use from 1925 to 1935 was devised by Walter and involves 
the administration per os of 0.02 gm. Na. Br. per kilo of body 
weight, ter. in diem, for five days. The blood and cerebrospinal 
fluid are drawn practically simultaneously from one of the cubital 
veins and lumbar cisterna respectively and run by a colorimetric 
chemical method for bromide content. 

There is good reason to believe that the way in which bromide 
acts in passing the barrier from the blood to the cerebrospinal fluid 
(and conversely) is a fair index of the condition of this barrier. A 
low P-Q (high permeability) is an index of lowered resistance of 
this barrier to the influx of substances from the blood to the cere- 
brospinal fluid (or raised resistance to the efflux from fluid to 
blood). A high P-Q conversely argues for a reverse relationship 
of these factors. It is this principle which underlies the clinical 
studies of the bromide P-Q in diseases of the nervous system. 

Most of the studies so far have been conducted in institutions for 
the adult insane and while indications of alteration in barrier per- 
meability in schizophrenia (increased P-Q), meningitis, cerebral 

*Financed through Child Neurology Research by the Friedsam Foundation. his is a preliminary 
report. The full report including complete tabulations and critical analysis of data will appear in 


the volume of collected reports of Child Neurology Research soon to be published. 
Manuscript received in editorial office September 15, 1937. 
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arteriosclerosis, manic-depressive psychoses, alcoholism, and pa- 
resis (decreased P-Q) have been obtained they fail to show start- 
ling deviations from the figures accepted as normal. 

It occurred to the authors that there might be at least two fac- 
tors which have hitherto been inadequately studied. 

The first of these is the validity of testing the barrier function 
in old burnt-out cases. Many of the figures for the abnormal are 
based upon old institutional cases in whom the factors originally 
operative in the production of the clinical condition may no longer 
he present or may even have been replaced by chronic, essentially 
unrelated, compensatory reactions. For this reason it was decided 
to restudy the problem from the pediatric angle especially since so 
many aberrations doubtless have their origin in adolescence or 
before. 

The second factor toward which inadequate attention seems to 
have been directed is the study of the establishment of the ‘‘nor- 
mal’’ figure. This is especially true in the case of the child. There 
is very little work upon the Br. P-Q in the normal child and it is 
perhaps not unreasonable to question the application of normal 
adult figures to the very young. Before studies upon the abnormal 
child can have true significance the influence of age variation upon 
the normal P-Q must be studied. 

This is the problem then which we have undertaken. Early in 
our studies upon the normal child we became impressed by the 
large proportion of low P-Q’s which we were getting. We were at 
a considerable loss at first to account for this result but as the cases 
reached numbers capable of statistical analysis it became apparent 
that these low figures represented negro patients. The idea of 
racial differences in the blood-cerebrospinal fluid barrier at first 
seemed an unreasonable one to us and we thought that perhaps the 
number of negro children studied might be of an essentially differ- 
ent age or sex group than the white patients but we now know this 
to be an untenable explanation and can advance the observation as 
a genuine racial difference which we have found true not only in 
the child but also in the adult. With regard to our pediatric normal 
series we have found only 11 per cent of white children to have 
P-Q below 2.9 (75 per cent of colored are below this figure), 89 per 
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cent of white children and 25 per cent of colored then have values 
of 2.9 or above. Of the white children 83.5 per cent have a P-Q of 
3.0 or above (but only 16.7 of the colored) and 72.2 per cent have 
one of 3.1 or above (12 per cent negroes). (The word negro is here 
used in the sense accepted by the southern social system, i. e., any 
person having any perceptible admixture of colored blood.) 

Taking into consideration these racial differences in normal fig- 
ures we have in a few sporadic abnormal pediatric cases, so far, 
found distinct variations in barrier permeability but are not yet 
prepared to express any definite opinion upon the behavior of the 
barrier in nervous diseases of the child. In this problem Drs. Vos- 
burgh and Kupelian of the Pownal State School of Maine, Dr. 
Harry C. Storrs of Letchworth Village, and Dr. Russell E. Blais- 
dell of the Rockland State Hospital, as well as the directors of in- 
stitutions in several other states are cooperating. 

Limitation of space will not allow us to go into the data in detail 
nor to discuss the influence of various factors upon the P-Q figures 
obtained. In the complete report these matters will be fully dis- 
cussed as well as an evaluation of the technical details involved 
in running the test and the reasons for retaining the Walter method 
of bromide determination. 


CoNcLUSION 


The normal bromide permeability quotient variation of the negro 
covers a distinctly lower range than that of the white. 
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OBJECTIVE SIGNS OF INVALIDITY OF STANFORD-BINET TESTS* 


BY ZYGMUNT A. PIOTROWSKI, PH.D., 
DEPARTMENT OF PSYCHIATRY, COLUMBIA UNIVERSITY 


It has by now been well established that mental disorders do 
not affect all aspects of mental activity in the same degree. The 
effect of any mental disorder upon the higher mental processes is 
selective. In the field of mental testing this has been sufficiently 
demonstrated by numerous investigators. For example, it has 
been found that the ability to define words is a performance least 
affected by neurotic and functional psychotic disorders, while the 
ability to solve performance tests is markedly affected in those 
mental disorders. This selective influence of psychosis specifically 
on the 1916 Stanford Revision of the Binet-Simon test scale has 
been noted long ago. Wells and Kelley (1920) seem to have been the 
first to report the relative stability of the vocabulary score, the 
good immediate recall of digits, and the very poor performance on 
the X year tests of drawing designs from immediate memory and 
of reporting the content of a read paragraph, and on the XII year 
test of ball-and-field, of functional psychoties. 

In the previous studies of 102 psychotics by Wells and Kelley 
and of about 150 psychotics by Barnes (1924), the problem was to 
establish differences between Stanford-Binet profiles of schizo- 
phrenics and manic-depressives. Some differences were found in 
the percentage of successes on a few tests, but they were too small 
and too few to be of any value in differential diagnosis. By Stan- 
ford-Binet profile we mean the list of suecesses and failures be- 
tween the basal age and the upper limit. In this investigation, 
Stanford-Binet profiles of psychotics are compared with those of 
nonpsychoties. Our results show that statistically significant dif- 
ferences between the psychotics and nonpsychoties can be demon- 
strated. Besides attempting to establish this point, we wish to 
suggest that the difference in the Stanford-Binet profile between 
the psychotics and the nonpsychoties be used as an objective cri- 
terion of validity of Stanford-Binet examinations on the assump- 


*This investigation has been aided by a grant from the Brez Foundation Fund. 
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tion that test records of psychotics underrate their native (pre- 
psychotic) intelligence. 

Our experimental data comprise 130 test records of psychoties 
and 130 test records of nonpsychoties. All of the subjects were 
examined in the New York State Psychiatric Institute or in the 
department of psychiatry of the Vanderbilt clinic. Nearly two- 
thirds of the psychotics were diagnosed as schizophrenics. Almost 
all the others were diagnosed as manic-depressives. <A few suf- 
fered from general paresis or from epileptic disorders. Among 
the children nearly all were diagnosed as schizophrenics. Table 1 
gives the medians, first and third quartiles of the chronological 
ages, mental ages, and intelligence quotients. Analysis of our data 
has shown that not only does the Stanford-Binet profile change 
with mental age, but also that children and adults must be treated 
separately, even when of the same mental age. Consequently, we 
divided our subjects into five groups: a high adult group with 
mental ages of 15 years 1 month and higher, a medium adult group 
with mental ages from 13 years 0 months through 15 years 0 
months, and a low adult group with mental ages of 12 years 11 
months and lower; the children were divided into a high group 
with mental ages of 11 years and higher and a low group with men- 
tal ages of 10 years 11 months and lower. It can be seen on in- 
spection of Table 1 that the differences of CA, MA, and 1Q between 
the corresponding psychotic and nonpsychotie groups are negli- 
gible. The age limit for children was put at 15 years and the in- 
telligence quotion of adults computed on the 15-year base. It is 
advisable to use this divisor because group studies have shown that 
the average Stanford-Binet mental age of adults is nearly 15. 
This indicates that the Stanford-Binet scale does not measure the 
growth of intelligence which takes place above the age of 15. Com- 
petent estimates place this age even lower.’’ The tests were ap- 
plied in standardized procedure, no allowance being made for the 
patients’ decreased efficiency. Only the first list of the Terman 
Vocabulary was administered. 
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TABLE 1. First, SECOND AND THIRD QUARTILES OF CHRONOLOGICAL AND MENTAL AGES, 
AND INTELLIGENCE QUOTIENTS OF 130 PSYCHOTIC AND 130 NONPSYCHOTIC 
ADULTS AND CHILDREN OF DIFFERENT MENTAL AGES 

















Q, Md. Q, 
Ps NP Ps NP Ps NP 
CA 
Adults H 17—3 16—8 21—6 20—3 25—0 248 
M 17—6 17—0 20—0 19—7 26—6 25—6 
L 16—5 15—6 21—7 19—1 26—6 27—0 
Children H j3—4 12—2 3—9 3—9 14—2 14—5 
L 11—4 10—5 2—7 l1—1 I—3 12—-7 
MA 
Adults H 15—5 16—0 16—7 16—6 17—0 17—5 
M 13—3 3—5 14—0 14—-1 14-9 14—-8 
L 9—7 9—9 11—5 11—1 12—6 12—3 
Children H 11—9 11—9 12—0 12—5 12—-7 3o—S 
L 8—2 8—O0 8—6 8—9 10—5 10-4 
1Q 
Adults H 103 106 110 111 113 114 
M 89 8Y 93 93 98 97 
L 63 65 76 74 83 83 
Children H 84 90 90 96 97 101 
L 65 73 76 $l 83 85 








The subjects were first divided into three groups according to 
their intelligence quotients, that is, subjects with 1Q’s of 84 and 
lower, of 85 through 100, and higher than 100. No significant dif- 
ferences were found in the Stanford-Binet profiles of these three 
IQ levels except for tests XIV-3 (president and king) and XVI-3 
(differences between abstract words). These tests were much 
more difficult for patients with lower 1Q’s. 

First we shall discuss test records of adults for which we have 
comparative material. Wells and Kelley as well as Barnes came 
to the conclusion that, on the whole, there were no important dif- 
ferences in Stanford-Binet profiles of manic-depressive and schizo- 
phrenic patients. This has been corroborated by our data. Some 
differences, however, can be found among specifie types of these 
two psychoses. We have found the greatest differences between 
paranoic schizophrenics and depressed manie-depressives. These 
two subgroups were those which also differed most with regard to 
mental age. We do not imply that paranoie schizophrenia is the 





626 OBJECTIVE SIGNS OF INVALIDITY OF STANFORD-BINET TESTS 


choice of the intelligent psychotic and that manic-depressive de- 
pression remains for the less intelligent psychotic. For, we are 
dealing here with mental ages obtained during psychosis and there 
is no reliable method by which we can estimate the prepsychotic 
intelligence level from a test record obtained in a condition of psy- 
chosis. All we can say is that the manic-depressive depression ap- 
pears to affect the level of intelligence, as measured by the Stan- 
ford-Binet, more markedly than does paranoie schizophrenia. This 
ean be partly explained by the greater caution exercised by the de- 
pressed psychotics. The hesitancy of these patients made them 
fail tests which the manies or the paranoics passed without appar- 
ent effort. On the other hand, the depressed individuals, in spite 
of their low mean mental age, frequently passed tests which re- 
quired accuracy, such as the arithmetic reasoning test on the XIV- 
year level. Since there is a considerable percentage of schizo- 
phrenics with low mental ages, and a number of depressed psycho- 
tics with high mental ages, and since within each psychotic group 
the Stanford-Binet profile varies with mental age, we are justified 
in concluding that it is the difference in mental age and not the type 
of psychosis which is by far the more important factor in deter- 
mining the Stanford-Binet profile in psychosis. Furthermore, the 
differences among the subgroups of each psychotie category, that 
is, between the manic and depressed states of the manic-depressive 
psychosis and among the four subgroups of schizophrenia, are 
larger and more significant than the differences between the two 
categories as wholes. 

Wells and Kelley’s, Barnes’, Wentworth’s (Wentworth exam- 
ined 200 schizophrenics) as well as our data agree in the descrip- 
tion of the psychotic Stanford-Binet profile if mental age is not 
controlled. Presumably, they would still agree if the mental age 
were controlled. Thus, there is little doubt that if the mental age 
is kept constant, there are no differences between the schizophrenic 
and manic-depressive groups in so far as their Stanford-Binet pro- 
files are concerned. 

The influence of the mental age upon the Stanford-Binet profile 
in psychosis is equally great in the children. The best proof of 
this is the fact that we have not been able to demonstrate any sig- 
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nificant differences between the psychotics and nonpsychoties when 
the patients were not divided into groups according to mental age 
levels. Only in several tests was there any noticeable difference in 
the percentage of successes and this difference was not significant 
statistically. These differences became more numerous and impor- 
tant when the division according to mental ages was made. 

TABLE 2. PSYCHOTIC STANFORD-BINET PROFILES (‘‘KEyYS’’). List or TESTS PASSED 

OR FAILED BY PSYCHOTIC ADULTS AND CHILDREN OF DIFFERENT MENTAL 


AGES MORE FREQUENTLY THAN BY NONPSYCHOTIC ADULTS AND 
CHILDREN OF SIMILAR MENTAL AGES 











Adults Children 
H M L H L 
Test F P F P F P F P F P 
VII—3 wt 1 
VilI—4 ° 1 
IX—1 ° 2 
—4 , ‘ 1 
—6 
x—2 ne 2 
—3 > oe 1 1% 
—5 ° 1 
—6 oe os oe - cn - 1 
XII—1 ee as on oa oe 1 
—3 ° ee 2 1 
—5 ee oe 2 
—6 ee 1 1 1 
—7 se ° “s 3 
XIV—1 1 
—2 wie ° ° 1 2 
—3 3 1 1 
—4 ne ° ° 1 
—5 2 ° ° 2 2 
xXVI—3 1 ° 1 
—5 ° 1 1 
—6 2 
XVIII—2 ei 2 nie as 
—3 oe oe oe 1 ° 
—d we oe ox 1 








Table 2 contains the list of tests which are passed or failed more 
frequently by psychotics than by nonpsychotics. The tests are 
weighted according to the difference in percentage of failures or 
successes found in the two groups. The weights corresponding to 
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the degrees with which these tests distinguish psychotics from non- 
psychotics are given in Table 2; for example, failure on test XII-3 
is given two credits in the medium adult psychotic group, while 
test LX-6 if failed is given only one-half credit in the low adult 
psychotic group. As can be readily seen, the majority of the tests 
did not discriminate between the two groups. These profiles es- 
tablished by group comparison were then applied to each individ- 
ual case. For the sake of brevity, we shall henceforth refer to 
them as ‘‘keys.’’ In applying these keys to individual cases we 
considered only test levels between the basal age and the upper 
limit. Consequently, in many cases with a narrow scatter only 
part of the key applied. In such cases the highest possible score 
which the patient might obtain was lower than the maximum of 
10. To increase the reliability of the conclusions drawn from the 
application of the key, we have separated the test records with 
highest possible scores of 0 to 4 in the ease of adults, and of 0 to 5 
in the case of children, from records to which the full key or nearly 
the full key applied. Then we have divided the records according 
to the percentage of tests which were passed or failed in accord- 
ance with the key. Records with a low percentage of agreement 
with the key, 0 to 39 per cent in the case of adults and 0 to 49 per 
cent in the case of children, were excluded from records with higher 
percentages of agreement. Consequently, we have four subdivi- 
sions in each of the psychotic and nonpsychotie groups. 


TABLE 3. SUBDIVISIONS OF PSYCHOTICS AND NONPSYCHOTICS OF DIFFERENT MENTAL 
AGES INTO Four Groups ACCORDING TO THE PERCENTAGE OF AGREEMENT 
WITH PSYCHOTIC KEYS AND SIZE OF HIGHEST POSSIBLE SCORE 








Group Highest possible Percentage of agreement Total 





score 0-39 per cent 40-100 per cent number 

Ps NP Ps NP Ps NP 
Adults 
MA > 15 years 0—4 3 4 2 6 ; 

5—10 4 16 27 7 36 33 

MA = 13-15 years 0—4 4 11 2 6 ‘ ‘ 
5—10 2 18 24 5 32 40 
MA < 13 years 0—4 0 1 3 4 ae os 
5—10 3 11 26 3 32 19 
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Highest possible Percentage of agreement Total 
Group score 0-49 per cent 50-100 per cent “iin 
Ps NP Ps NP Ps NP 
Children 
MA > 11 years 0—5 0 9 1 4 
— 5 10 7 4 13 20 
MA < 11 years 0—5 0 9 7 4 : 
6—10 0 3 12 2 17 18 








Table IIT gives the frequencies in each subdivision of the five 
mental age groups for both psychotics and nonpsychoties. From 
the viewpoint of reliability the subdivisions with the higher pos- 
sible scores and higher percentages of agreement are worthy of 
special consideration. The concept of reliability pertains here not 
to the differences between frequencies of psychoties and nonpsy- 
choties but to the applicability of the key to individual patients re- 
gardless of diagnosis. The most reliable subdivision is the one 
which comprises cases about which we can say with the greatest 
relative confidence that they possess Stanford-Binet profiles like 
those of psychoties. Table 4 summarizes information pertaining 
to these subdivisions by presenting the frequencies, the percent- 
ages of frequencies, differences in percentage, and the standard 
deviations of these differences for each mental age group. Only in 
one subdivision is the difference in the percentage of agreement 
not significant statistically. This is in the group of children with 
inental ages of 11 years and above. In the other four subdivisions 
the differences in percentage are at least four times as large as 
their standard errors. It is clear, then, that it is possible to differ- 
entiate between Stanford-Binet profiles of psychotics and nonpsy- 
choties to a highly reliable degree. 

A few examples will illustrate the application of the keys and 
their use in individual cases. One of our adult psychotics with a 
basal age of 10 passed tests 1, 2, 4, 7, and 8 on the XII-year level 
and all, except test 4, on the XIV-year level. He failed tests 3, 5, 
and 6 on the XII-year level. His mental age was 12 years 11 
months with an IQ of 86 on the 15-year base. In view of his mental 
age he was classified as a low adult. Therefore, the low adult psy- 
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chotic key was applied. The highest possible score that he could 
have obtained according to the key was 9 points because there were 
only two year levels between his basal age and his upper limit to 
which the key could be applied. The key scores the following suec- 
cesses: XII—1; XIV—1, 2; XIV—5; the latter obtains double 
credit. The following failures are credited according to the key: 
XII—5 (double credit), XII—6, and XIV—=8. The patient’s record 
disagreed with the key in only one of these tests, that is, XIV—3, 
which the patient passed and which is credited only if failed. Con- 
sequently, the number of credits which this patient obtained was 
S. Since his highest possible score was 9, the percentage of agree- 
ment was 88.8 per cent. This patient belongs then to the most re- 
liable subdivision with the higher possible scores and the higher 
percentages of agreement. 





TABLE 4. PSYCHOTICS AND NONPSYCHOTICS WITH HIGHER POSSIBLE SCORES (AVERAGE 
AND WIDER SCATTER) AND WITH HIGHER PERCENTAGES OF AGREEMENT WITH 
PsyYCHOTIC KEYS. THEIR FREQUENCIES, PERCENTAGES IN TERMS OF TOTAL 
NUMBER OF CASES IN EACH MENTAL AGE GROUP, DIFFERENCES 
IN PERCENTAGE AND STANDARD DEVIATIONS THEREOF 











Frequency Percentage Difference 
Ps NP Ps NP +8. D. 
Adults H 27 7 75.0 21.2 03.8+10.1 
M 24 5 75.0 12.5 62.5+ 9.3 
L 26 3 81.3 15.8 65.5+10.8 
Children H 7 4 53.8 20.0 33.8$16.5 
L 12 2 70.5 i 59.4+13.3 








A nonpsychotie patient obtained a mental age of 11 years 10 
months with an IQ of 79. His seatter was very wide with the basal 
age at 8, and the upper limit at 18. He failed tests IX-—-5; X—2, 4, 
5; XII—3; all except 6 on the XIV-year level and all except 5 on 
the XVI-year level. The whole key can be applied in this case. 
Thus, the highest possible score is 10. The patient’s record agrees 
with the key in test XII—1, which was passed, and XIV—3, which 
was failed. This gives a degree of agreement of only 20 per cent. 
Consequently, this case cannot be said to have a Stanford-Binet 
profile typical of psychotics. 
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These two cases show that width of the scatter is not typical 
of either a psychotic or a nonpsychotie performance. It may be 
noted that test XII—3 (ball-and-field) is not a test on which the 
psychotics and nonpsychotics show any difference in the percentage 
of successes. This test has been reported by several investigators 
as failed very frequently by psychotics. It is true, however, that 
this test is frequently failed by adults with low mental ages. Weis- 
enburg, Roe and McBride found that only 55 per cent of dull nor- 
mal adults pass the ball-and-field test on the XII-year level, which 
seems to be the most difficult test for them on that level. The 
mental ages of the normals studied by these three investigators 
corresponded to those of our medium adult group. 

A psychotie patient with a basal age at 14 and upper limit at 18 
had a mental age of 14 years 10 months. His only successes above 
the basal age were XVI—2 and XVI—6. Only a small part of the 
medium adult key applies in this particular case because of a very 
narrow seatter. The highest possible score this patient could have 
obtained was 2. According to the key, tests XVI—3 and XVI—5 
are credited if passed. The patient failed these tests so that his 
percentage of agreement is 0 per cent. Considering that his high- 
est possible score was only 2, we thought that it would be incon- 
clusive to state whether or not his Stanford-Binet profile was like 
that of psychotics. There are cases where the percentage of agree- 
ment is very high in the presence of a very low highest possible 
score. A schizophrenic child of 13 years 7 months obtained a mental 
age of 12 years 8 month, with a basal age at 12 and an upper limit 
at 16. He passed tests 2 and 4,‘and failed the others on the XIV- 
year level. His IQ was 93. Here again only a small part of the 
key could be applied, that is, only to the XTV-year level. Accord- 
ing to the key, the following tests are credited: XIV—2 (double 
credit) if passed, XIV—3 if failed, and XIV—4 if passed. Hence, 
there was 100 per cent agreement. Since, however, the highest pos- 
sible score was only 4, we abstained from concluding that this was 
a typically psychotic Stanford-Binet profile. 

If we examine the type of tests passed or failed by psychotics 
more frequently than by nonpsychotics of similar mental age, we 
realize that psychotics fail more frequently in tests during which, 
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in order to solve the task, they must draw upon their own experi- 
ence or information in addition to that given in the directions for 
the test. On the other hand, they tend to succeed in tests for which 
all the necessary information is given in the directions. Thus, the 
psychotie children below the mental age of 11 surpass the nonpsy- 
choties in repeating digits but do not equal the nonpsychoties in 
the absurdity statements and in the (social) comprehension ques- 
tions on the X-year level. The subjects can repeat the digits as 
soon as they have heard them. In the absurdity test, however, it 
is necessary to have, for example, some knowledge of hills (if only 
in imagination) in order to suspect and then to see the absurdity 
of talking about a road that is down hill ‘‘all the way’’ in both di- 
rections. One must have some experience with social intercourse 
in order to answer the comprehension questions correctly. Sim- 
ilarly, the adults with mental ages below 13 tend to fail the rhymes 
(ninth year), the designs (tenth year), the interpretations of fables 
and the digits (twelfth year), the differences between president 
and king (fourteenth year). Yet they succeed, on the whole, on 
the more difficult as to altitude, but simpler as to extent of experi- 
ence and intellectual initiative, tests of induction, arithmetic rea- 
soning and vocabulary (fourteenth year). The same holds true 
for the other mental age groups. 

As far back as 1919, Wells concluded on the basis of his experi- 
ence with cancellation and direction tests ‘‘that the more compli- 
cated and synthetic of the experiments accomplish a better separa- 
tion of normal from pathological subjects; the chief separation of 
the latter is indeed through the most synthetic of all tests, that of 
practical life.’’? This conclusion applies equally well to the Stan- 
ford-Binet profiles of psychotics. The tests failed by the psycho- 
tics are then the more complex tasks because they require a greater 
tenacity of purpose and a more adequate and rather unselective 
perception of the environment.‘ 

It is apparent that if a Stanford-Binet test record reveals a psy- 
chotic profile, the examination underrates the native intelligence 
of the patient. The psychotics are not capable of adequate cooper- 
ation. They are not able to do their best during the examination, 
which is an essential condition of the validity of an intelligence 
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test. In the case of psychotics, the examiner cannot ‘‘easily con- 
trol the experiment in such a way that embarrassment is soon re- 
placed by self-confidence and in such a way that effort is kept at 
its maximum.’” Another direct evidence of nonvalidity is the 
discrepancy between the vocabulary scores and mental ages on the 
Stanford-Binet scale. Working with normal children, Terman 
found that the vocabulary is the best single test of the scale and 
that it correlates very highly with the mental age.® This is not 
true in the case of psychotics. Among adults of various mental 
age levels there are small and insignificant differences in regard to 
their mean vocabulary scores. The mean intelligence quotient of 
our psychotics with mental ages lower than their vocabulary scores 
is 12 points below the mean intelligence quotient of psychoties with 
mental ages higher than their vocabulary scores. Since the mean 
vocabulary score is practically the same in the psychotie adults 
regardless of mental age differences and since, under normal cir- 
cumstances, it correlates well with general intelligence, it can be 
concluded that the discrepancy between mental age and vocabulary 
level is due to the patients’ intellectual inefficiency and not to an 
outstanding word knowledge. This idea has been developed by 
Babeock and Jastak into a measure of psychotic deterioration. 

We seem justified in inferring that Stanford-Binet records with 
typical psychotic profiles cannot be considered as valid measures 
of the patient’s innate (prepsychotic) intelligence. It is but one 
step to generalize that if a Stanford-Binet record shows a psycho- 
tic profile, it should be regarded as underrating the subject’s na- 
tive intelligence even in the absence of evidence of psychosis. 

We can test the value of this generalization by examining, on 
the one hand, those psychotics who do not have psychotic profiles 
and on the other hand, those nonpsychotics who do have such pro- 
files. It should be noted that our keys apply only to subjects with 
higher possible scores (with wider scatter) and with higher per- 
centages of agreement as illustrated in Table 3. There are 14 of our 
psychotics who have low percentages of agreement but high possi- 
ble scores. Of these, eight were considered to be correctly evaluated 
by their tests because their mental ages were confirmed by their 
school histories; these patients were also either very early cases 
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or nearly recovered. To all appearance, they cooperated without 
any apparent difficulty and with good and constant effort. In the 
psychological reports of these patients, a certain number of whom 
were examined by Amelia T. Daley, we find such comments: seems 
able to cooperate and work well at least on abstract, impersonal 
problems; worked well as if tests were a pleasant escape from her 
worries, said that she would like to work on tests all the time; con- 
stant effort, slow but thoughtful responses, could be induced to 
work faster and better; observes material very well, displays per- 
severance of effort; passes the code test; passes the reversed- 
hands-of-clock test; reacts to praise and encouragement with in- 
creased effort and some improvement of performance. 

Of our 14 records, six were considered to be invalid. In the psy- 
chological reports on these patients we find the following com- 
ments: great difficulty in concentrating, depressed and very sensi- 
tive to failure; afraid test results will be held against him and his 
immediate discharge from the hospital will be postponed ; emotion- 
ally blocked, shows very little interest in his achievement; very 
active and restless, takes advantage of every opportunity to com- 
pose poems and recite them immediately. We have found among 
our nonpsychotics a certain percentage of cases whose records 
could not be considered valid in view of the patient’s mental status 
as observed on the ward and on account of the subsequent mental 
changes. This leads to a very important qualification of our find- 
ing: in the absence of a psychotic profile, it is not justifiable to as- 
sume that the Stanford-Binet is representative of the patient’s true 
intellectual capacity. 

Now we shall discuss the nonpsychoties who have satisfied the 
conditions of the keys. These conditions are (1) higher possible 
scores and (2) higher percentages of agreement (see Table 4). 
There were 21 of them. Psychological records and ease histories 
revealed that 17 of the 21 Stanford-Binet examinations underrated 
the patients’ innate intelligence and that four examinations were 
considered valid. The 17 patients with invalid records fall into 
the following diagnostic groups: psychopathic personality, 3; psy- 
choneurosis, obsessive-compulsive type, 1; psychoneurosis, hys- 
teria, 1; psychoneurosis, psychasthenia, 3; personality problem 
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without psychosis, 1; anxiety neurosis, 1; primary conduct disor- 
der without psychosis (adolescents), 2; primary behavior disorder 
of a neurotic type, 2; undiagnosed because of short observational 
period, 3. Of the patients with valid records, two were undiag- 
nosed adults and two were adolescent primary behavior disorders. 
The fact that there was a question of possible psychosis in two of 
these cases and that the other two cases were adolescents with 
antisocial tendencies might cast doubt on the validity of their Stan- 
ford-Binet examinations. However, neither cooperation during 
the examination, school success nor psychiatric observation justi- 
fied the rejection of these tests as invalid. 

Of the 260 test records there were 117 which satisfied the condi- 
tions of our keys. Among those 117, four were considered to be 
valid and adequate measures of the subjects’ native intelligence. 
Thus, some one utilizing our psychotic keys as indicators of in- 
validity of the Stanford-Binet examination would be in error in 
only 3.4 per cent of cases, providing he followed the requirements 
of applicability of our keys (as described in Table 3 and on p. 631). 

We are prepared now to draw our final conclusions : 

(1) Typical Stanford-Binet profiles of psychotics have been 
described. From these profiles we have derived keys by means of 
which the validity and invalidity of the 1916 Stanford-Binet exam- 
ination can be determined objectively. 

(2) Reliable conclusions can be drawn only if the requirements 
of the keys are satisfied. 

(3) The size of possible error is only 3.4 per cent; this means 
that in 3.4 per cent of cases the Stanford-Binet examination ap- 
pears to be valid although the requirements of the keys were sat- 
isfied. 

(4) No significant conclusions can be drawn if the percentages 
of agreement of the test records do not satisfy the requirements of 
the keys. In approximately 30 per cent of such cases there is the 
possibility that the test records are valid. As in many medical 
tests our keys are of significance only if positive but a negative re- 
sult contributes little. 
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Finally, a word as to the objections that might be raised. Our se- 
lection of nonpsychotics might be criticized as not representing the 
best control group for our psychotics. This objection is quite to 
the point. However, it would be extremely difficult to obtain Stan- 
ford-Binet records from average normals who would match our 
psychotics in mental age, chronological age, and intelligence quo- 
tient. Among our adult nonpsychoties was a large number of indi- 
viduals who came to the outpatient department for purposes of vo- 
cational guidance or social aid. It could be expected that, if we 
had groups of normal subjects as controls, the Stanford-Binet pro- 
files of the psychotics would stand out in even sharper relief, 

The application of the idea of the psychotic test profile is not lim- 
ited to the 1916 Stanford-Binet intelligence scale. There is no rea- 
son why similar keys could not be devised for any general intelli- 
gence test which samples a wide variety and range of higher men- 
tal functions. It is hoped that such keys will be devised also for 
the 1937 new revised Stanford-Binet test.’ 
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REPORT ON TUBERCULOSIS SURVEY RECENTLY COMPLETED AT 
MARCY STATE HOSPITAL 


BY DAVID A. HARRISON, M. D., 
PHYSICIAN, BROADACRES SANATORIUM, UTICA, N. Y., 
AND 
GABRIEL SCHEIN, M. D., 
ASSISTANT PHYSICIAN, MARCY STATE HOSPITAL, MARCY, N. Y. 

The past decade has witnessed important advances concerning 
the diagnosis, prognosis and treatment of pulmonary tuberculosis. 
Many previous conceptions of the disease have had to be changed. 
From a practical standpoint, perhaps the most important result 
has been to establish the enormous advantage of X-ray examina- 
tion over other methods of investigation in the diagnosis, progno- 
sis and treatment of the disease. 

It is a well-known fact that physical signs and symptoms may be 
absent or very indistinct in minimal and in moderately advanced 
tuberculosis. In most instances the early phase of the illness has 
already passed by the time definite symptoms and physical signs 
become established. McCain’ in his summary of the various stages 
of tuberculosis, states that in most cases of the earliest form of the 
adult or reinfection type of the disease, there are no symptoms. 
The physical signs are indefinite or absent. Only from 10 to 15 
per cent of the cases diagnosed are in this stage, most of them 
being discovered by X-ray in the study of apparently well contacts 
or in large groups of apparently well people. Even in the case of 
moderately advanced pulmonary tuberculosis, the symptoms may 
be insignificant, a slight cough and expectoration being attributed 
to a cold or smoking. Most of these cases have a positive sputum 
and have infected other members of the family. 

Fellows’ reports studies based on 141 cases of pulmonary tuber- 
culosis that were diagnosed in the course of routine examination 
of employees which included a fluoroscopic examination, and for 
which subsequent X-ray studies were warranted. Most cases were 
detected before the patient became ill or before physical signs be- 
came evident. Thirty-three per cent were symptom free; 13 admit- 
ted fatigue; 18 complained of cough only and 14 patients com- 
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plained of a slight chest pain. Thus 65 per cent were either symp- 
tom free or had only one symptom, not in itself pathognomonie. 

Heise* examined the case records of 1,877 tuberculosis patients 
and has compared the findings recorded on their admission with 
the diagnoses made later on, making a special point of the informa- 
tion given by X-ray. His investigation brought out the following 
points: In 351 of the minimal cases only 145 (41 per cent) were 
found to have definite or even questionable rales on the first exam- 
ination, leaving more than half with no rales discovered at this 
stage. In nearly all the minimal cases, however, definite X-ray 
changes were found. Of 1,299 moderately advanced cases, 980 (75 
per cent) showed rales, leaving a rather large percentage, consider- 
ing the degree of the disease in which a diagnosis would not have 
been made if rales alone had been the guide. 

Miller and Southerland* quote the experiences of Sampson and 
Brown with 4,000 examinations conducted over a period of seven 
years. Of 280 patients of minimal pulmonary tuberculosis rales 
were present in the apices of 27 per cent, whereas a definite par- 
enchymatous lesion was revealed roentgenologically in 99 per cent. 
Hemoptysis was as frequent as rales (26 per cent), whereas pleu- 
ritic effusion occurred in 12 per cent of the cases. Bacilli of tuber- 
culosis were found in 35 per cent. In a series of 1,004 consecutive 
eases studied there were no patients with definite physical signs 
and a negative roentogram. In 19 cases the physical signs sug- 
gested greater extent of the lesion than did the roentogram. In 
211 cases the extent of the lesion appeared to be the same by both 
methods. In 361 cases the roentgram revealed more extensive dis- 
ease than was observed from the physical signs. In 396 the roento- 
gram gave definite evidence of pulmonary tuberculosis, whereas 
the physical signs were practically normal. In 392 cases in which 
a cavity was revealed in the roentogram, physical signs of the eav- 
ity were present in only 58, or 15 per cent. 

These findings, which could be duplicated very easily in any tu- 
bereulosis clinic, fit in quite well with the reasonably well-estab- 
lished fact that after the reinfections or clinical types of tubereu- 
losis have produced lesions sufficiently large to cause shadows 
which can be visualized in the X-ray film, there is a period of two 
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or three years before symptoms appear.° When symptoms do ap- 
pear about 80 per cent are in either the moderately or far-advanced 
stage. From the standpoint of the spread of the disease, it is well 
to bear in mind that it is not until the early lesion has broken down 
with the liberation of tubercle bacilli, that the patient becomes a 
carrier of the disease. It is also well to remember that in the early 
progressive cases, where the sputum is positive, an effective col- 
lapse by means of a pneumothorax will in most cases render an 
open case noninfectious. The problem of tuberculosis control, then, 
resolves itself into the detection of minimal pulmonary tubercu- 
losis. 

The problem of tuberculosis control in a large institution, and 
particularly in a State hospital, is complicated by several factors. 
There is a greater degree of contact between individuals compris- 
ing an institution population than obtains in a community of equal 
population, with a consequently greater possibility of the spread 
of infection. If, as has already been indicated, the diagnosis of 
early pulmonary tuberculosis is difficult in nonpsychotie individ- 
uals, the difficulties are multiplied many times in the case of State 
hospital patients. Most of the victims of pulmonary tuberculosis 
in State hospitals are cases of dementia precox showing varying 
degrees of mental dilapidation. Those who have had experience 
with such patients can readily appreciate how difficult it is to get 
them to cooperate for a physical examination, which is required to 
elicit the presence of alteration in breath sounds, rales, et cetera. 
By a similar token the patients do not make complaints and a his- 
tory of mild subjective symptoms cannot be elicited. The result 
is that pulmonary tuberculosis comes to the attention of the physi- 
cian through symptoms indicating advanced disease, namely fever, 
marked loss of weight, cough and sputum. The hopeless prognosis 
and the possibility for spread of the disease are too obvious to re- 
quire discussion. 

These considerations prompted the tuberculosis survey which 
was begun in the Marcy State Hospital the latter part of January 
of this year. All ambulatory patients were examined. For obvi- 
ous consideration we did not include in our survey patients receiv- 
ing treatment in the sick wards or in the tuberculosis pavilion of 
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the hospital. The method employed was to examine the chest by 
the fluoroscope and investigate further by X-ray films such cases 
as showed findings suspicious of chest pathology. 

We have encountered very little resistance in the 2,186 cases 
that we have examined. The average time required to examine 
each patient was one minute. With reference to the accuracy of 
fluoroscopic findings compared with the roetgen ray findings we 
might quote Reid’s® statement to the effect that in 1,035 examina- 
tions only two cases of tuberculosis of clinical significance were 
missed on the fluoroscopic examination and that these were very 
minimal. The results of our investigation are shown in the follow- 
ing tables: 


TABLE 1. NUMBER OF CASES EXAMINED AND PERCENT OF ‘THOSE SHOWING X-RAY 
EVIDENCE OF PULMONARY TUBERCULOSIS 


Male Female Total 
Number of ambulatory patients examined by fluoroscope.... 1,267 919 2,186 
Number of cases showing X-ray evidence of pulmonary lesions 50 30 80 
Powoemt Of positive Cased 2.02. cccccccvecccccsccsscccccccs 3.9 3.2 3.6 


Table 1 shows the number off ambulatory patients displaying 
X-ray evidence of pulmonary tuberculosis. The significance of 
these figures becomes evident when it is recalled that these patients 
under ordinary circumstances would not have come under the ob- 
servation of their physician. 


TABLE 2. EXTENT OF PULMONARY LESION AS DETERMINED BY X-RAY CHECKUP OF 
FLUOROSCOPE FINDINGS 

Per cent of 

Male Female Total positive cases 
Minimal pulmonary tuberculosis ............ 25 18 43 53.7 
Moderately advanced pulmonary tuberculosis. . 21 9 30 37.5 
Far advanced pulmonary tuberculosis ........ 4 3 7 8.7 
aioe alain ds levakere aied''a wale ececeie ieee 50 30 80 99.9 


From Table 2 it may be seen that over 46 per cent of the cases 
of pulmonary tuberculosis have reached either a moderately ad- 
vanced or far advanced stage of the disease. The implication from 
the standpoint of spread of infection is quite obvious. 
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TABLE 3. DISTRIBUTION OF POSITIVE CASES AMONG THE VARIOUS BUILDINGS OF 
THE HOSPITAL 








Total population Number Percent 





of building of of 

at time of positive positive 

survey cases cases 
ON ey a eee eo ere per re 146 4 2.7 
C—Female continued treatment ...............04. 404 12 2.9 
D—Male continued treatment ..........cecceceees 387 gy 2.3 
Ei —FCRIBIS BRGUINETIRE o.oo kone ce ccscewececwesesean 293 7 23 
BP TISCOEIOTRGEE STOOD civiccsccccccnecasrenecenes 631 29 4.5 
ee I, oss wSdc oe edhe ceeadeoenanas 546 16 2.9 
RN AONE Gin ie ie saa w oonn snag 4s wise Whig aia wma oe 125 3 2.0 











Table 3 shows the distribution of the positive cases among the 
various buildings. It will be noted that the highest percentage is 
found in building F, which houses the most deteriorated group in 
the hospital. 


TABLE 4, LENGTH OF STAY IN STATE HOSPITAL PRIOR TO SURVEY 
No. cases showing Mod. adv. Far adv. 
minima! lesions lesions lesions 
Admitted while survey was in progress .......... 2 2 
Admitted 3-6 months prior to survey ............ 2 
6 mos.-1 year prior to BuTVEY ......ccccsceee 2 ee 
Bees TONED 5 ohne 05.006 0st 5900655 ca ene eden ees oi 3 
Bead INE 0/1000) -500 00 010 0414/0, 08:09. 0010 ads soem = ‘ 
SP eae ere Pe ee ee ea eer 6 3 sis 
BD FOID so i5:sinisa'06.0.0:0.009 000000401004 64 08'91010 5 oe 2 
co ee eee er ar rer ere ier 10 9 2 
ie PET ee er er Srey Sree ee ree er 2 5 
oo See eran Eee er ar nrarer yao mera 1 os i 
ee Eo ce Ci hie wid © 518 dc od wie he Slbleip a < 1 1 
9-10 YORTS 2. ccccccccccescvcccccccccccccees o. 
WSF BO FORD cccccccccccceccccseccccseses 11 4 1 
EE Be FOOTE ceca cnc videcceviececeseveses 1 3 
43 30 7 


Table 4 shows that 66 per cent of all the positive cases had a 
residence in the hospital of at least five years before attention was 
called to the presence of a chronic disabling disease. One can read- 
ily appreciate from these figures what might be accomplished in the 
way of prevention with routine fluoroscopic examination of pa- 
tients at reasonably frequent intervals. 
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CoNCLUSION 


The results obtained prompt the conclusion that fluoroscopie ex- 
amination of the chest affords the most convenient and practical 
method of detecting the presence of pulmonary tuberculosis in psy- 
chotie patients and provides the most efficient means for the con- 
trol of the disease in the institution. 
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FIRE PREVENTION IN STATE HOSPITALS 
BY CHARLES W. HUTCHINGS, M. D., 
SENIOR ASSISTANT PHYSICIAN, MARCY STATE HOSPITAL 

Fire prevention is one of the matters that should be always up- 
permost in the minds of the official and nonofficial staffs of hos- 
pitals. Especially true is this of hospitals for the mentally ill, 
where barred windows and locked doors increase the dangers in 
case of fire. It is with the hope of stimulating interest in fire pre- 
vention that this paper is presented. 

Until recent times, fire was considered a thing to be fought, not 
prevented, and attention was concentrated on training and equip- 
ping fire departments. Today fire prevention is receiving increas- 
ingly more attention, and rightly so. Industry is spending thou- 
sands of dollars yearly on fire prevention; laboratories are experi- 
menting with articles of everyday use with a view to making them 
fireproof; future fire inspectors are being train in fire-prevention 
schools. Cannot some of the resulting principles and practices be 
of service to State hospitals? To safeguard the lives of 71,000 pa- 
tients in such institutions is, of course, of primary importanee, but 
aside from this consideration the State has more than 143 million 
dollars worth of property and equipment to be protected. 

Statistics reveal that every year there is a fire of more or less 
severity in at least ten hospitals somewhere in this country. It is 
a great fallacy to neglect the matter of fire protection because of 
the supposedly fireproof construction of the newer buildings. The 
term ‘‘fireproof’’ is apt to be misleading. How many buildings 
are actually fireproof throughout? <A building may be so con- 
structed, but as a rule it does not remain thus for long: wooden fur- 
niture and shelves, waxed floors, bedding, clothing, carpets and 
curtains in a fireproof building are not themselves fireproof. Even 
though the building may not burn, great danger lies in possible 
panics from small fires and smoke. 

Fire prevention may be considered under two headings: admin- 
istrative and physical. The first is chiefly a question of becoming 
‘*fire-conscious,’’ of knowing what to do to prevent fires, of awak- 
ening personnel to the importance of thorough attention to fire pre- 
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vention, of proper organization in the assignment of duties; the 
second is more or less in the engineering field, having to do with 
building, materials, tools and equipment. 


THE ADMINISTRATIVE ASPECT 


Everyone in the institution should be trained in the elements of 
fire prevention and should be constantly on guard to observe and 
report any violations of established rules. It is insufficient to de- 
tail such responsibility to one man who makes occasional inspec- 
tions. No part of an institution is free of the potentialities of a 
fire, therefore no employee should be exempted from contributing 
his share of attention to the matter of fire prevention. With 
proper care for the physical aspects of fire prevention, the many 
hazards can be dispensed with easily. The industrial department 
of the hospital provides the services necessary to make mechani- 
cal adjustments in this regard, and these services should be used 
whenever indicated. 

It is logical to assume that the physician in charge of each ser- 
vice should be his own fire inspector. Due to the variety in types 
of patients, architectural features and other details, no two ser- 
vices present the same problems. The physician is the officer in 
closest contact with these details, has the most interest in them and 
knows best the needs and shortcomings of the service with respect 
to fire hazards. 

While cursory inspections in the course of making the rounds 
of a service fill a good purpose, they are inadequate. In each ser- 
vice a regular period should be set aside which would be devoted 
exclusively to fire-prevention inspection. Such an inspection 
should be made without interruptions; with some practice one can 
cover a ward in a relatively short time. 

Each ward charge should keep his ward free of violations and 
should be directly responsible to the physician in charge of the 
service. Unsatisfactory conditions should be reported promptly. 
The ward charge should cooperate with the physician in his ree- 
ommendations to correct hazardous situations. 

Before earrying out any recommendations for fire prevention, 
the physician should consult the first assistant physician, the chief 
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engineer, or whomever is designated to act as chief inspector for 
the hospital. The physical requirements of his recommendations 
ean thus be expertly worked out. 

Employees should be provided with adequate instruction. This 
‘an be carried out by the physician; for ward employees the pro- 
bationers’ classes offer opportunity for an organized course in 
fire prevention. Incorporated in such a course would be training 
in what to do in case of fire. Kitchen and outside employees should 
also be required to attend these lectures. 

Patients can be trained to cooperate readily. Some of them 
can be assigned minor tasks, with limited responsibility under the 
supervision of the charge of a ward. For patients, however, the 
emphasis should be placed upon their conduct at fire drills, espe- 
cially in their duty to assist patients less active than themselves. 

Staff cooperation can be promoted through the use of staff con- 
ferences for occasional discussions of fire prevention problems. 
This also affords opportunity for trained men from outside the 
hospital, to lead discussions or to answer technical questions. 


THE PuysicaL ASPECT 
Wards: 

The problem of fire prevention on wards is multifarious. Even 
under a seemingly perfect organization of personnel in this re- 
spect, there will be occasional lapses of attention to certain rules. 
More troublesome, however, will be the well-known hoarding tend- 
ency among patients. 

So many materials have been shown to have combustible proper- 
ties that a list of them would admittedly be only partial. Most 
readily recognized, however, are paper, dust, paint, turpentine, 
gasoline, kerosene, oils or oil-soaked rags, soft wax, paint-remover, 
varnish, brass polish, ether and chloroform. Even water-soaked 
rags have been known to ignite when a piece of paper or some wax 
has been mixed with them. Mops and polishers should be kept out- 
side buildings except when in use. Sweeping compound should 
never be used in institutions as it is especially liable to spontan- 
eous combustion because of its oily nature—a number of fires are 
reported to have occurred in this way. For polishing floors hard 
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paraffin is much safer than soft wax. It gives a hard, glassy finish 
which is not as slippery as a soft wax finish, and is more resistant 
to fire spread. 

A small, metal-covered house should be provided outside the 
hospital buildings, for the storage of inflammable materials when 
they are not being used. 

On the ward every dark corner, cupboard, closet, cabinet and 
room should be examined for the presence of combustible articles 
and substances. In these places spontaneous combustion is most 
likely to occur. Dark places under stairways and behind cabinets, 
and other nooks and crannies, however small, should be searched 
lor papers, rags, boxes of matches, tobacco, and other things that 
may be hidden there by patients. 

Firehose cabinets and spaces behind radiators are known to be 
favorite caches in which employees and patients alike are prone 
to hide newspapers and magazines, among other articles; these 
stores must be removed at once. Clothing and rags must not be 
permitted on radiators and steam pipes. 

In dormitories, rolls of lint and dust must not be allowed to col- 
lect beneath furniture; a spark ignites them readily. Old papers 
and magazines must not be stuffed under mattresses or in dresser 
drawers. 

Clothesrooms should be searched for similar articles hidden be- 
hind clothing and linen. There should be no paper on the shelves 
or in drawers in any public institution. Clothing should be piled 
not higher than 10 inches from the ceiling so that in case of fire the 
space behind will be accessible to a stream of water. 

Kerosene lamps and lanterns must never be kept in ward build- 
ings. 

Waste receptacles on wards should all be of metal construction. 
It is common knowledge that many fires start with a match or cig- 
arette butt carelessly tossed into a waste basket. There have been 
two such occasions within the writer’s experience. 

Fires occurring during the night can be guarded against by hav- 
ing the night attendant look over the ward carefully when first re- 
porting for duty, and lock all rooms that are not to be used. 
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Electrical equipment is another frequent source of fires. Pilot 
lights should be supplied for appliances containing resistance or 
heating elements, such as sterilizers, stoves, irons, and heaters; 
these pilot lights should be placed in hallways outside of the rooms 
where the equipment is located so that they can be seen at all 
times. It is a wise plan to disconnect all such appliances imme- 
diately after use and not to depend on switches. Short circuits 
in motors, as in electric refrigerators, fans and clocks also cause 
fires. These must be inspected at regular intervals. 

Extension cords for drop lights, table lights, fans, heaters, ra- 
dios, ete., should be examined for worn insulation. These cords 
must not be hung on pipes, nails, or metal fixtures and must never 
be placed under rugs. 

No amateur wiring should be permitted anywhere in the institu- 
tion; this relates to radios, drop lights and other equipment in- 
stalled in wards or in employees’ quarters. These should be re- 
ported to the electrician when installed or moved that he may in- 
spect them for proper installation, approved wire and fixtures. 
Cheap wire and fixtures are dangerous because they are apt to 
melt before the fuse and fire results. Fuse boxes should be exam- 
ined periodically for temporary fuses—often hairpins or nails are 
installed by amateurs. Christmas decorations, paper shades and 
cloths must never be permitted on light fixtures as they often catch 
fire from the heat generated by the bulb. Christmas decorations 
should be made of specially-treated paper which will not burn, 
and evergreen trimmings not permitted at all. 

Smoking rooms on each ward had best be designated and smok- 
ing allowed only in these rooms. This will prevent patients (and 
employees) from sneaking into clothes rooms or other out-of-the- 
way places to smoke—a dangerous practice. By preference rooms 
with tile floors, as wash rooms or bathrooms, should be selected for 
this purpose. Total prohibition of smoking generally is no more 
successful than other kinds of prohibition, but smoking must never 
be permitted by patients in bed. Almost every hospital has rules 
prohibiting the possession of matches by patients and enforcement 
should be rigid. 
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Green lights should be placed over all exits and red lights over 
all firefighting equipment and must be kept burning at all times, 
day and night and not shaded. Bulbs must be replaced immedi- 
ately when burned out. 

It is obvious that all exits and fire escapes must be kept free of 
such obstructions as furniture, beds, rugs, foot mats, clothes bags. 
There should be an adequate clearing on all sides of fire exits and 
firefighting apparatus. Adequate aisles must always be maintained 
leading to exits. This is especially true in dormitories, but must 
not be overlooked in arranging the furniture in day rooms and 
dining rooms. Aisles in dormitories and hallways must be kept 
clear of clothing at night. 

Locked gates in window guards should be provided at intervals, 
especially at ends of hallways, in dormitories and on screened 
porches. These should be keyed for the pass keys which every 
employee carries and should be designated for emergency exits to 
ladders in ease of fire and for entrance of firemen and hose. Gates 
should also be provided in parts of wards best described as ‘‘dead 
ends,’’ those places remote from exits, into which patients may 
rush in panic in ease of fire. 

Firefighting equipment should be examined regularly. Fre- 
quently mischievous patients will poke matches or paper into the 
nozzles of extinguishers and fire hose which should be cleaned out 
with a hairpin or piece of wire, never with a match or other break- 
able object. Key holes, especially those leading to exits and in 
window gates deserve the same attention. It should be recorded 
on the tags when the extinguishers were refilled or inspected last, 
which should be at least once a year. If extinguishers are placed 
upon the walls at least five and one-half feet from the floor in adult 
wards there is less likelihood of their being tampered with, and 
much less liability of their being tipped over with polisher handles 
or shoulders of patients. They must not be locked in rooms or cup- 
boards, but kept within plain sight at all times. 

The most practicable type of fire extinguisher is the soda and 
acid type. These may be of 214-gallon capacity or large ones on 
wheels holding 25 or 50 gallons. Hand grenades and dry powder 
extinguishers are practically useless, and small extinguishers util- 
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izing carbon tetrachloride (‘‘carbona’’ or ‘*pyrene’’) are very sen- 
sible for out-of-door use, but should not be used indoors because 
when this chemical is sprayed on a flame it produces phosgene, one 
of the most deadly of gases used in war. 

On all standpipes there should be sufficient hose to reach into the 
furthest room on the ward and it should be inspected and tested 
at least twice a year. 

Attics: 


Attics should not be used for storing furniture or any other burn- 
able materials. They should be kept clean of dust, leaves, cobwebs, 
birds’ nests, wasps’ nests, and other similar materials. It is well 
to sereen these windows if they are left open for ventilation dur- 
ing summer months. Fire pails, sand pails and other firefighting 
equipment should be checked weekly. Standpipes should have 
enough hose to reach through the nearest window and to the fur- 
thest corner of the roof. Fire doors should never be hooked or 
blocked open by workmen. If patients have access to the attic a 
more careful inspection is needed in order to eliminate papers, 
boxes, tin cans and other ‘‘treasures’’ that patients are so apt to 
hide away. Light bulbs must be kept in order and makeshift or 
temporary wiring must not be permitted. Gutters and eave spouts 
should be kept free of leaves, bird nests, paper, ete., because of 
danger of fire starting here from lightning. 

Basements: 


In basements the same rules of housekeeping apply, but here 
there is more tendency for crates, boxes, bags, packing materials, 
leaves, cobwebs, papers, and dust to collect. Pipes should be swept 
occasionally and kept free of dust or rubbish. The spaces under 
stairways and dark corners should receive careful attention. 

Storage rooms in basements should be kept in order, things piled 
neatly with spaces or aisles between. Each pile should be sup- 
ported on racks at least two inches off the floor and six inches from 
the walls to allow for circulation of air, as an aid in preventing 
spontaneous combustion. Everything not absolutely necessary 
should be removed. It is wise to have fireproof containers with 
covers for things that will catch fire easily. Windows should be 
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screened with fine screening to keep out leaves, papers and cigar- 
ettes. Elevator shafts deserve occasionally inspection too, as they 
are apt to accumulate oil, papers, dust and leaves. Elevator pent- 
houses need inspection too, for oil drips, rags and other inflam- 
mable materials. 

Outside of Buildings: 

To eliminate the danger from grass fire weeds must be kept cut 
and gathered for a safe distance about the building. Paper and 
rubbish should be kept out of areaways and from under porches 
and shrubbery. Employees and visitors must not be allowed to 
park their cars so as to obstruct the approach of fire apparatus to 
buildings. 

Special Departments: 

In buildings containing extra equipment, such as X-ray and phy- 
sical therapy departments, laboratories, special precautions must 
be taken to minimize fire hazard. 

In X-ray and physical therapy departments careful installation 
of electrical equipment, fire walls, fire doors, ventilators and fire 
exits should be insisted upon. All apparatus should be discon- 
nected at night; for this purpose a master switch is best. Metal 
fixtures should not be near any of the equipment because of the 
liability of short cireuits. Carbon dioxide extinguishers, although 
costing more than other kinds, are the most satisfactory types to 
have handy where electric fires are apt to oceur. These throw a 
snow-like coating which smothers the fire and electrical currents 
are not conducted back along the stream to the operator of the ex- 
tinguisher, as is the case when liquids are used. Not more than 
a hundred X-ray films should ever be in the department at one 
time. Others, if kept, must be stored in a specially built, fireproof 
vault outside of the building. This should have a ventilator reach- 
ing above the roof so that in case of fire the fumes are not blown 
into the department or nearby wards. It may be emphasized here 
that in case of fire involving X-ray films, ventilation, and plenty of 


it, is imperative because of the deadly fumes given off by the burn- 
ing films, 
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In laboratories explosive and other dangerous chemicals should 
be kept locked up in the safest place available. Electrical equip- 
ment should be safeguarded and ventilation should be adequate at 
all times to remove fuses and gasses which might explode or ignite. 
Assembly Hall: 

The assembly hall should be considered here because it is often 
crowded at entertainments, movies and dances. The janitor should 
inspect the hall carefully before each performance, giving special 
attention to basement, balconies, back stage rooms, under the stage, 
projection rooms and exits. All exit lights should be burning, all 
exit doors unlocked and clear of obstructions. <A similar inspec- 
tion should be made after each use to see that no cigarettes, 
matches, paper, et cetera, are left about. 

On the main floor ample aisles extending from the stage to the 
entrance must be provided. Seats should not be closer together than 
40 inches from back to back (overcrowding is a fire hazard). Loose 
rugs or mats must not be permitted on floors to be tripped over in 
case of hasty exit. 

In the motion picture booth there must be, at all times, adequate 
firefighting equipment. The openings on the booth should be pro- 
vided with automatic metal safety doors and shutters which will 
close themselves in case of fire. The doors of the projection room 
must be kept closed when the machine is in operation and smoking 
never permitted. 

Free ventilation in the hall is important not only as a health 
measure, but to prevent smoke dangers in ease of fires. 

Patients who become excited during an entertainment should be 
removed as quickly and as quietly as possible in order to prevent 
alarm and possible panic among the other patients. In emergen- 
cies boldness, firmness and assurance are necessary on the part of 
all employees. They must be extremely careful of their behavior 
in order not to cause a panic by any hasty or ill-chosen action. 

Occasional fire drills in the assembly hall at the end of entertain- 
ments would be of great benefit in getting a routine established 
which would automatically function in case of a fire. 
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Wooden Buildings: 

In frame buildings, such as are found on farms, special precau- 
tions should be taken because of the extreme fire hazard. All doors 
should open outward. When possible, no patients should sleep 
above the ground floor. Window fasteners of the ‘‘ pop-gun’’ type 
should be eliminated because of difficulty in getting them open 
quickly. Hinged windows with screens attached are suggested lor 
with these every window becomes a door in emergencies. Numer- 
ous fire escapes should be provided and crowding of beds should 
never be permitted. Aisles should be as wide as possible and al- 
ways clear. Housekeeping equal to that on wards should be in- 
sisted upon. Very strict rules must be observed in these buildings, 
rigid inspections made frequently and fire drills held often. In 
this type of building automatic sprinkler systems are the best fire 
protection available, especially for attics, basements and rooms un- 
occupied during the night. They permit the limited number of 
employees usually on duty in these buildings to concentrate all 
their efforts upon removing the patients. 

All wooden farm buildings should be protected by approved 
lightning rods, properly installed. 

Plenty of firefighting equipment must be on hand at all times 
about farm buildings. Hydrant hose houses are highly recom- 
mended. These are small houses which are placed over hydrants, 
containing racks upon which hose may be folded and kept attached 
to the hydrant ready for instant use. By this method the hose and 
water are ready at all times and no shovelling of snow is necessary 
before water can be started. Hydrants and hydrant hose houses 
should be painted a bright yellow. This color is easily visible at 
all times of year; against the grass in summer, leaves in fall and 
snow in winter. 

Other departments of the hospital deserve as careful inspection 
and supervision. Kitchens, shops, storehouses, ete., each have 
their special problems which would take up a great deal more space 


to describe and, since they do not house patients, are not considered 
to be within the scope of this article. 
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CoNcCLUSION 

Although much space has been devoted herein to the physical 
aspects of fire prevention in a hospital for mental patients, atten- 
tion is drawn again, in closing, to the administrative features of an 
effective program for guarding against this hazard. A knowledge 
of what to do, as well as when and how to do it, is of course of pri- 
mary importance. The human factor, however, is large in the op- 
eration of an institution, and many strong links in the chain of a 
fire prevention program will be of no avail if a weaker link fails 
to do its work. For this reason, the matter of personnel instruction 
must be emphasized; this is on the assumption that there will be a 
genuine feeling of responsibility among all those employees and 
staff members who form the line of defense against fire. There 
must be no haphazard management of responsibilities; each person 
must know his particular duty, and must have the initiative to 
earry out his part of the work. In this phase of institution opera- 
tion, no less than in any other, there should be no tendeney to shift 
responsibilities, for it is in the process of shifting that one seem- 
ingly insignificant detail may be overlooked, with resulting dis- 
aster. 








STUDIES IN OBSESSIVE RUMINATIVE TENSION STATES 


V. Etiology, Dynamics and Genesis of Psychasthenia 
BY LAWRENCE F. WOOLLEY, M. D., 
CLINICAL DIRECTOR, SHEPPARD AND ENOCH PRATT HOSPITAL, TOWSON, MARYLAND 

Discussion of etiology in functional mental diseases is a very dif- 
ficult task. We are unable, in general, to produce experimental 
situations in which specific factors can be isolated and studied. 
Lacking such opportunities, it seems that the best approach must 
be along the lines suggested by Dr. Adolf Meyer. This is essen- 
tially a common-sense, natural history approach. In it we must be 
particularly careful to be sure that we are dealing with facts that 
are ascertainable by all observers alike and the material advanced 
must be subjected to criticism and check at every possible point. 
Any generalizations that might eventuate must come after a suffi- 
cient samplying of the field and the demonstration of regularly re- 
curring sequences of events. 

Therapeutic results are highly unsatisfactory as a test of the 

ralidity of etiological theories since patients suffering from the 
conditions we deal with have remissions spontaneously and recover 
when subjected to most diverse and varied techniques and some- 
times apparently for no ascertainable reason at all. Therefore, as 
in our previous studies, this paper is limited to a presentation of 
the facts as they have been discovered by others before us and as 
we have discovered them in our own researches, relying upon the 
logical sequences of objective events found in the evolution of the 
disorders rather than upon subjective interpretation of the events 
leading to their resolution. 

The body of the material used in this study is that of Study [V* 
with the addition of a very small group of new cases. 

In the fourth paper of this series we discussed the definition and 
delimitation of the syndrome. It is necessary here only to call at- 
tention to the fact that we consider the psychasthenic syndrome to 
be a group of defence reactions rooted in anxiety and not uncom- 
monly terminating in schizophrenic denouements. It is the group 
of reactions frequently referred to as ‘‘morbid fears”’ stripped of 
the more profound disorders in which such fears are shown, such as 
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schizophrenic and depressive illnesses, and excluding also those 
anxiety states dependent upon physical disease such as hyperthy- 
roidism, extensive intrathoracic pathology, ete. For more detailed 
elaboration the reader is referred to the previous article. 


E\TIOLOGY 

a. There are no reliable data available as to gross incidence. 

b. Age: The age of onset in cases reported in the literature 
ranges from 18 months to 88 years, the majority occurring before 
the age of 25.” * ° % 

e. Sex distribution: The distribution between the sexes ap- 
parently shows no significant disparity. True, Janet® found only 
29 per cent in males, but Bleuler* quotes Kraepelin as finding 60 
per cent of cases occurring in males. Two independent series of 
our own showed approximately the same result. The discrepancies 
may be accounted for by different concepts of what should be in- 
cluded in the group, or by forces such as differences in cultural 
background, or even by different conditions of stress in the com- 
munities from which the patients are derived. 

d. Intelligence: All authors point out the tendency to occurrence 
in subjects with superior intelligence but while we recognize this 
tendency, we have a few cases with relatively low intelligence, such 
as: I. Q. of 68—cease 55 first series, and I. Q. of 80—ease 51 first 
series.” Several others could also be mentioned. 

e. Occupation: In our series 51 successive cases show 24 oc- 
cupations, 33 of these were employed at white collar types of work. 
Three were without occupation. Excluding 13 housewives (wherein, 
except for sexual difficulties, occupation is not of significance) and 
the 3 patients without occupation, 35 patients had 23 occupations 
and only 2 of these were of what might be called physical as con- 
trasted with mental employment. It is probable that the tendency 
to white collar employment of these patients results from person- 
ality characteristics rather than being a causative factor in the 
origin of illness. 

f. Religion: Of the same 51 patients 33 were Protestants of 
varied denominations, 9 were Jews, 8 Catholics, 1 had no religion. 
Our impression had been that there was an unsually high incidence 
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of psychasthenic syndromes among the Jewish and Catholic peo- 
ple, but actual analysis of the material does not justify this impres- 
sion and the conclusion is reached that, within our culture, differ- 
ences of sectarian affiliation play no significant role in the origin of 
the psychasthenie reaction. 

g. Race: Aside from the data above referring to Jews and 
Protestants there is nothing available as to racial incidence. It is 
doubtful if race in itself is of major causative force and differences 
of racial incidence would probably reflect factors, pertaining to 
general culture. Thus the Samoan Islanders are supposed to be 
remarkably free of neuroses and this may be attributed to their 
form of culture.” 

h. Habitus: In our original study” we found the body type to 
be asthenie in 50 per cent, athletic in 27 per cent, and pyknie in 23 
per cent of our cases. There is a distinct suggestion of a fairly 
high correlation between physical makeup and the incidence of 
this condition, particularly because these figures compare with 
those for schizophrenia and contrast with those for hysteria and 
manic-depressive psychoses in patients coming from the same cul- 
tural background. 

i. Introversion: Seventy-eight per cent of the patients studied 
had exhibited marked introvert tendencies and 73 per cent were 
either psychasthenic or schizoid in personality makeup prior to the 
onset of the illness. 

j. Accompanying physical disease: Of 116 patients who pre- 
sented complaints of anxiety, phobias, compulsions, ete., only 10, 
or 8.6 per cent, showed some form of chronic disease coincidentally 
and 11, or 9.5 per cent, showed precipitation of the illness coinci- 
dentally with the onset of acute or chronic physical disease.’® None 
of the authorities has found any high rate of physical illness ac- 
companying these conditions. In the cases where the coincidence 
occurs, if there is any etiological connection it usually is indirect 
as Janet* has pointed out. 

k. The réle of inheritance: Paskind™* has recently quoted 
Aubrey Lewis’ as saying that ‘‘all the theories concerning the de- 
velopment of these conditions worked back to a constitutional (i. e., 
hereditary) basis for the disorder.’’ And again that ‘‘constitution 
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is universally recognized as the essential determinant of obses- 
sional illness.’’ This is not an exact quotation from Lewis. If by 
constitution the author really meant inheritance, the statement is 
both incorrect and unhappily misleading. It is true that many of 
the earlier students considered hereditary degeneracy as the factor 
of primary importance but in 1912 Williams and Eden” were will- 
ing to explain many of their cases of psychasthenia on the basis of 
attitudes induced by the parents. In 1913 Bekhterev’ was pointing 
out that fears and compulsions could arise on the basis of condi- 
tioned responses. Watson* in 1919 was reporting on the develop- 
ment of phobias in children by experimentation. In 1926 Gibson’ 
considered that while inheritance might be important by produc- 
ing variation in intensity of instincts, many people could arrive at 
an identical clinical state through experience. In 1934 Pavlov’ 
explained the genesis of both paranoia and the obsession on the 
basis of pathological inertia of cortical cells brought about by such 
factors as irregular development, occasional accentuation of one 
or the other emotion or instinct, disease of internal organs or some 
strong and overwhelming life experience. Dr, Horney’ in her re- 
cent book, by implication at least, lays the stress not so much upon 
inherited weakness as upon the effects of cultural factors. 

Lewis® presents as evidence of inheritance the oceurrence of neu- 
rotic and neuropathic traits in parents, siblings, grandparents, ete. 
Since these are analyzed only in terms of parent and sibling totals, 
we have no index as to the percent of patients presumably con- 
taminated. 

Table A is a compilation from the literature showing the inci- 
dence of neuropathic taint in ancestors and collaterals of patients 
suffering from psychasthenia. 


TABLE A. INHERITANCE IN PSYCHASTHENIA 
Pitres and Regis 


(quoted by Janet) Janet8 Paskindl4 
100 cases 170 cases 890 cases (c) 
Direct line Collaterals Total Direct line Collaterals Total Direct line Collaterals Total 
Per cent Per cent Per cent 
Similar 29 10 39 28 (a) 28 
Dissimilar 43 18 61 48 16 64 
Totals 72 28 (b)100 76 16 92 70.9 5.1 6 


(a) not differentiated mentally ill. 
(b) not clear as to overlapping. 
(c) not differentiated as to similar or dissimilar. 
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Diem gives the incidence of neuropathic taint in normals as 33 
per cent for the direct line and 34 per cent for collaterals. This is 
so high that the incidence in psychasthenic cases seems unimpor- 
tant. Diem’s figures have been quite correctly called into question 
by Meyerson” because his normal group included the eccentric, 
psychopathic and peculiar as well as hospital patients of a non- 
psychotie kind and the majority of them were under 30 years of 
age. Both of these factors tend to raise the figure for the normals 
above its proper level though just how much cannot be determined. 

While our own material is not adequately studied to permit of 
statistical presentation on this point, it does reveal certain things. 
In many instances the family incidence is high, but several other 
well studied cases reveal no evidence of neuropathic taint. Janet* 
found 8 per cent such instances. Paskind’* found 24 per cent. Of 
considerable interest are the figures of Pitres and Regis and Janet 
for the occurrence of similar disturbances in the direct line (29 and 
28 per cent respectively). 

Rosanoff™ has reported on the incidence of schizophrenic psy- 
choses, manic-depressive psychoses and epilepsy in identical twins. 
He found that where one twin suffered from one of the above con- 
ditions, the other twin was free of mental illness: in 32 per cent of 
the cases for schizophrenia; 30 per cent for manic-depressive psy- 
choses, and 39 per cent for epilepsy. No figures of a similar na- 
ture are available as applied to psychasthenie disorders, but it is 
quite likely they would be similar to the above. However, cases 
have been reported of identical twins of whom one developed psy- 
chasthenic illness and the other did not.® 

The whole problem of the inheritance of functional mental dis- 
ease is at the present time unsolved. When one considers the 
marked emotional influence of unstable personalities who may dom- 
inate the life of the child, it is clear that evidence such as the above 
can never be cited as proof of heredity as the determining factor 
in complex behavior reactions which are undoubtedly learned. Even 
if the traits cited fell into one of the Mendelian schemes, it would 
only slightly increase the probability since the neuropathic traits 
which taint the families of the psychasthenics are of remarkably 
diverse character and may have entirely distinct determinants. The 
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majority of the studies seem to indicate that certain strains are es- 
pecially liable to these disorders but there is nothing conclusive in 
this. If an individual develops a functional mental illness (in this 
‘ase specifically psychasthenia), it is evident that his inherited 
constitution included vulnerability in this respect. It would seem 
likely that there is variability in the individual susceptibility. 
Whether all individuals are in some degree susceptible and could 
be made to develop such illnesses under suitable management is a 
question that cannot be settled, but Watson’s* experimental sue- 
cess in inducing fears of animals, toys, ete., by conditioning experi- 
ences seems to suggest the possibility. 

It is perhaps somewhat boring to review the detail of material 
such as that presented above. This, however, is a necessary step 
in orientation before we proceed to a discussion of perhaps more 
fruitful topies. What stands out from the review is the suggestion 
of a constitutional makeup which may somewhat predispose to psy- 
chasthenic disorders. This is probably partly determined by her- 
edity as suggested by the studies of inheritance and the tendency 
to correlation with hody type. That it is also partly determined by 
life experience is suggested by the discrepancies and exceptions, by 
the tendency to introvert habits, by Watson’s experimental re- 
sults, and by common sense. We now proceed to a diseussion of 
these experimental factors. 


Dynamics AND GENESIS—PRIMARY Factors 

Anxiety and fear 

Three principal types of experience have been considered in the 
literature as important sources of anxiety and fear reactions. They 
are: 1—The perception of the presence of an actual external threat. 
2—The induction of fear by example or instruction furnished by 
dominant adults in the environment of the child. 3—The continued 
frustration or threat of frustration of biological instinctive drives, 
either by reality or by internal drives opposed to the need under 
threat of frustration. 

In our series of cases and in a review of the material presented 
in the literature, cases occur which appear to be almost a pure cul- 
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ture of each of these. An excellent example of the first mechanism 
is Southard’s'* case No, 332 which is, briefly, the story of a 27-year- 
old man who had been considered normal until after a gruelling 
war experience of unusual severity he became ill with morbid fears. 
Your present writer’s case” of the young man who had previously 
shown no abnormal fears but initiated a fairly well-developed pho- 
bic compulsive syndrome starting with fear of thunder storms after 
being struck by lightning is perhaps an even clearer instance. Sey- 
eral other somewhat similar cases occur in my series. 

Cases of purely induced anxieties are not so easy to find. Will- 
iams and Edin” report a case which they consider due to this cause. 
Wulff’s®? case of infantile neurosis seems also to have been in- 
duced. In our own series there are a few cases that occur imme- 
diately following acute sever infectious illnesses and apparently 
are a reflection of attitudes of over-concern and anxiety on the 
part of physicians and parents. Most of these instances have re- 
vealed a tremendous gain to the patient in an ability to dominate 
the environment and control it. Not uncommonly the parents have 
been told by the physician not to oppose the child’s wishes in order 
to prevent the child from becoming nervous and anxious. One of 
our patients, who later became schizophrenic, had started from 
childhood with misophobia, undue cleanliness, anxiety, and timid- 
ity, which were in all respects patterned after the psychasthenie be- 
havior of his mother. 

The third source of origin is the one most frequently encountered 
in modern writings on the subject. It has been stated directly by 
Freud* and by other psychoanalytic authorities and is implied by 
the references to ‘‘conflict between desire and fear’’ as used by 
Ziegler,” Greenacre,® and others. In his latest productions Freud‘ 
considers that he has traced the source of this fear directly to an 
external reality danger actually present or thought to be present 
by the subject. He now considers that the anxiety gave rise to the 
frustration of the instinctive drive and therefore is not derived 
from the frustration (repression). However, unsatisfied biologi- 
cal needs leave the organism in a state of unresolved tension and 
this in itself may give rise to an accession of anxiety. 
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Actually the situation as we encounter it in patients appears to 
be that all three of these factors are involved to some degree in 
every instance. The accent appears in one instance on one aspect; 
in another instance a different aspect may be accented. A closer ex- 
amination of the situation reveals why this must be so (except pos- 
sibly where reactions arise on the basis of obvious direct external 
threat). 

Before analyzing the component elements involved in the frus- 
tration of biological urges, it is necessary to clarify the means by 
which such threats of frustration may occur, thus: 

1. Adequate satisfying possibilities may be unavailable in real- 
ity. Here there may be no anxiety repressing the urge and if anx- 
iety arises, it must come from the fear of danger to the organism 
if the need is unsatisfied. On such a basis we could account for the 
panic arising at times in individuals lost in the desert, ete. 

2. The presence of an external threat of prevention of satisfac- 
tion in the face of satisfying possibilities otherwise available in 
reality. Anxiety in this instance can arise on the basis of the ex- 
ternal threat. 

3. Adequate satisfying stimuli may be available in reality but 
their utilization may be opposed by other biological needs. 

4. Adequate opportunities for satisfaction may be available in 
reality but unattainable by the individual due to limitations of ea- 
pacity. Anxiety could then arise on the basis of the unpleasant 
tensions due to tantalization (frustration excitement). 

It now becomes necessary to inquire what biological needs may 
oppose each other. It seems at once clear that since any two or 
more biological needs may arise in some intensity simultaneously 
and since each may have to assume control of the behavior of the 
organism to discharge activity leading to satisfaction, any two bi- 
ological needs may be opposed to each other at some time. If be- 
havior cannot be mediated which will satisfy both simultaneously 
one or the other will gain the ascendancy and produce activity lead- 
ing to a sufficient reduction of tension for the other need to gain as- 
cendancy and begin to manifest itself. Such a conflict might occur, 
for example, in the face of a need for food and a need for sexual 
gratification. Which need is more acute will determine the se- 
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quence of events, provided there is no external or internal obstacle 
to the satisfaction of either. Such temporary postponements of 
satisfaction must occur very frequently in life and do not usually 
lead to states of abnormal tension. It is to be noted that the needs 
are only temporarily mutually exclusive and are not mutually ex- 
elusive in principle. 

More permanent situations arise when the opposed needs are of 
such a type that the satisfaction of one violates and permanently 
prevents the satisfaction of the other. We have to recognize two 
classes of biological needs, therefore: one set that is inherent in 
the constitutional makeup of the individual and is determined di- 
rectly by the physiological demand for satisfaction of needs and 
appetites, such as hunger and sexual drives; the other set prob- 
ably derived from these but changed in their expression by the 
pressure of social considerations, such as the need for respect of 
the group, the love of others, ete. This can be restated more ade- 
quately by saying that without social restrictions and modifications 
the primitive biological urges would discharge themselves directly 
whenever need arose and opportunity presented but the organiza- 
tion of society is such that,one of the conditions of survival is the 
giving up of many modes of satisfaction which do not meet with 
approval of others. It is this need for happy survival in the group 
which is the coercing force making for restrictions of patterns. 
These two sets will therefore frequently come into conflict, since 
many opportunities for direct satisfaction will oceur which, if util- 
ized, immediately violate or threaten continuation of the satisfac- 
tion of the social need. 

It is now easy to grasp the following facts: 

1. Concepts of behavior conforming to the social need will al- 
ways be derived from the environment and fear of non-conforming 
behavior will always be an induced fear. 

2. Fear of inocuous external objects may also be induced by 
fear reactions on the part of anyone who serves as a social ideal 
for the individual. 

3. The imposition of the social ideals develops in infaney and 
is a function of parenthood. Mistakes of the parents concerning 
what is desirable may lead to the imposition of impossible require- 
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ments upon the child and is particularly likely to occur when there 
is limitation of capacity. 

4. The danger from violation of these socially determined needs 
is a real danger as viewed by the individual. 

5. This danger is frequently the source of fear in the ‘‘ conflict 
hetween desire and fear.”’ 

6. The desires are desires for direct expression of instinctual 
needs. 

Under such circumstances it is evident that direct external threat 
(at least thought to be present by the patient) as well as induced 
fears and tensions will almost invariably participate in any extreme 
manifestations of the fear reaction particularly if these manifesta- 
tions of fear are exaggerated or are inappropriate to the external 
stimulus motivating them. 

One other statement needs to he made: The presence of a state 
of anxiety or fear already present in the individual leads to an ex- 
aggeration of the fear response to a new stimulus.”° 

In the third paper of this series** stress was laid on the role of 
erratic or inconsistent discipline during childhood as an etiological 
factor in psychasthenie disorders. It was pointed out at that time 
that not all of our patients could be accounted for on this basis. 
When present it undoubtedly contributes to the condition by giving 
rise to a prolonged state of emotional insecurity and fundamental 
anxiety which becomes habitual. It is the prolonged insecurity 
which appears to be the basic requirement, in the development of 
pathological fear states, as an antecedent to the trauma that event- 
ually sets them off (except in those rare conditions where the pre- 
cipitating fear reaction may be one of extreme intensity and can 
initiate the morbid train by itself). 

It has frequently been pointed out that we deal with two aspects 
of morbid fear and anxiety in these conditions. One is a continu- 
ous state of anxiety (sometimes held in abeyance by the develop- 
ment of rituals and compulsions) due to what seems to the individ- 
ual a continuous threat or a continuous frustration even though the 
idea of the threat or frustration is not clearly related in the pa- 
tient’s mind to the state of anxiety. The second aspect consists of 
paroxysms of fear or anxiety occurring in situations which poten- 
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tially lead to discharge of the forbidden tendencies or in which 
there is recurrence of the original threat or a new threat or when 
there is present in the situation something reminiscent of the orig- 
inal traumatic episode. We must lay stress on the fact that these 
anxiety states or fear reactions are not resolved by compromise or 
synthesis or constructive modification of the reality situation. Why 
this should be so is not at all clear except, perhaps, in terms of the 
preceding habitual insecurity and anxiety brought about by con- 
tinuous threats which are beyond the patient’s control. In any 
event there is the implication that real solutions are not available. 
Guilt 

When frustration or the threat of frustration of socially deter- 
mined biological needs gives rise to tension, the feeling tone is col- 
ored by a sense of wrong doing called guilt. Our case material 
seems to indicate that the fundamental emotional reaction is the 
same as that encountered in relationship to any of the biological 
tendencies and that the distinction between guilt and ordinary anx- 
iety is to be found in the cognitive rather than the affective deter- 
minants. In many, if not in all, instances the manifestations of 
guilt feeling has a distinctly defensive aspect and tends to be an ex- 
hibition, on the part of the subject, that he is punishing himself suf- 


ficiently so that punishment from external sources need not be ap- 
plied. 


The specific phobias 


The recognition of the stimulus which sets off the fear reaction 
or the anxiety attack is the foundation of the phobia. Some of 
these stimuli may be in themselves objects warranting fear re- 
spense but then the anxiety or fear is excessive as in the case of the 
soldier who developed excessive fear associated with the idea that 
all the shells were coming at him. Some of them may be situations 
leading potentially to the discharge of the impulse and associated 
intimately with it (as the fear of being alone is not infrequently re- 
lated to the idea that in the solitary situation masturbation may oc- 
car). Still other stimuli are neutral objects which in themselves 
would not cause fear but which serve as symbols for the original 
real stimulus. These may gain their importance: 











LAWRENCE F. WOOLLEY, M. D. 665 


1. By conditioning experience if the original fear situation oc- 
curs in association with the neutral stimulus either spatially or tem- 
porally. In such circumstances the neutral stimulus would have no 
direct or general symbolic value for the original stimulus excepting 
in the individual experience of the patient. 

2. By association of ideas; as in the case of one of our patients 
who developed misophobia (together with excessive handwashing) 
for the first time following a mutual masturbation experience with 
a girl friend who then proceeded to prepare luncheon without wash- 
ing her hands. 

3. The symbolie value may be achieved by ‘‘Klang’’ associa- 
tions as is sometimes seen in stutterers who have difficulty with cer- 
tain words which begin with letters that have a general sound sim- 
ilar to some obscene word which the patient is afraid of saying. 

4. By the association of form or size; as in one of our patients 
who had to examine minutely every small object. 

In other words, the neutral object may come to stand as a con- 
ditioned stimulus on the basis of any possible associative connec- 
tion within the mind of the individual. At times these conditioned 
stimuli may be far removed from the original fear situation be- 
cause once the conditioned response is set up, the fear may occur 
in the presence of the conditioned stimulus in situations consider- 
ably removed from the original setting. In such circumstances, if 
there is a regular recurrence of a second neutral stimulus, the re- 
action may become conditioned to this also. 

The significance of these conditioned stimuli is simply this, that 
they themselves are able to set off the conditioned fear response 
and become meaningful stimuli but they derive their force from the 
fear that resulted from and belonged to the original fear situation. 
The defence mechanisms (compulsions, obsessions and rituals) 

Anxiety and fear are the emotions which have to do with the 
preparation for or the tendency to carry out defensive responses. 
Henri Piérone*® has pointed out that almost all organisms from the 
lowest to the highest in the evolutionary scale exhibit the total re- 
actions of avoidance of certain excitations and that in the more 
complex organisms there are adaptive part responses which be- 
come more or less stereotyped. He says, ‘‘. . . but, when one 
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watches the development of reactions which become gradually 
stereotyped with repetition, one ascertains beyond all doubt that 
these reactions originally constitute a part of a complex affective 
response and play a definite réle in a general activity of avoidance 
and attraction.’’ 

In man, as in all other organisms, the first and most direct de- 
fense response consists of flight or avoidance. It is a serious error, 
however, to assume, as some appear to do, that beginning to carry 
out the activity of flight does away with the emotion. Ultimately 
if the activity is carried out, the emotion will subside but it may 
persist for a considerable time after appropriate activity is no 
longer necessary and it ultimately subsides in any event whether 
activity is carried out or not. I have seen many colts who were 
afraid of trains relieved of their fear by being required to stand in 
the presence of trains. Nevertheless, a present fear reaction tends 
to dissipate more quickly if the organism is enabled to escape from 
the vicinity of the offending stimulus. These principles hold good 
in morbid fear and the development of reactions of avoidance are 
easily and readily understandable on this basis. If the phobie sit- 
uation is not avoided, the fear mounts and the individual strives to 
remove himself from the presence of the stimulus if he can possibly 
do so. 

But patients are able to avoid many of the conditioned stimuli in 
other ways than flight and then arrive at stereotyped part reactions 
if the avoidance is successful. Ritualistic hand washing avoids the 
dirt; antiseptics to the mouth and throat destroy germs; if some- 
one has been offended he may be appeased by restitution even if 
the offence has not been discovered; and if there is no real way to 
render threats harmless then resort may be had to magic, particu- 
larly if the offending stimulus is somewhat intangible and abstract 
and beyond control. Williams and Eden’s little girl must kiss her 
expired air to prevent people being injured by it; one of our pa- 
tients must go through a complex ritual of blowing and waving his 
arms in order to dissipate contamination he feels whenever anyone 
lie contacts socially exhibits a negative reaction to him; another pa- 
tient must touch everything three times; another must step on 
cracks; and still another must avoid them. 
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These reactions become routinized and ritualistic if their indul- 
gence is attended by a dissipation of the fear. The elaborate bed 
going ritual of one of our patients seemed to be an effort to repro- 
duce the setting of a night he had passed through without terror. 

It is very important in considering the dynamies of such a reac- 
tion as the psychasthenic to keep clearly in mind the distinction be- 
tween content and cause of the disorder. The inference gained 
from the study of our cases is that the prolonged emotional inse- 
curity plus the occurrence of special emotionally traumatie situa- 
tions are the causative events that determine the illness. The con- 
tent is varied from individual to individual and depends for its 
origin upon the setting in which the trauma occurs and the events 
that take place simultaneously with it or in close proximity to it, 
both in the external world of reality and in the subjective world of 
thought and fantasy. To make these points clear we resort to a 
presentation of the principal events in the evolution of several com- 
pulsions and obsessions. 

Case No. 2 of our first series developed obsessive interest in ath- 
letics as compensation for feelings of physical inferiority deter- 
mined by threats of dire consequences when the father found him 
masturbating at the age of 7. He was threatened with castration 
and with shortening of his life. His phobia was for being alone. 
When the reassurance through athletie activity failed because of 
physical injury, the fear of being alone became very prominent and 
when masturbation occurred under these circumstances, he devel- 
oped a fear of masturbating which led to compulsive intercourse 
(which was a sanctioned form of relief) set off by every sexual 
stimulus or thought. 

Another patient with fear of physical inferiority (impressed 
upon him by his undernutrition and undersize which led to over- 
concern and special protection on the part of his mother and taunt- 
ing and teasing by his playmates throughout childhood) developed 
obsessive preoccupation with the size of his nose which, while not 
abnormally large, was large enough to come in for more than its 
share of attention on the part of teasing playmates. 

A girl of superior intelligence who at the age of 3 seized the 
center of family attention from her younger brother through arous- 
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ing her mother’s fear by running into the street in front of buses, 
found erotic satisfaction in these experiences. She developed enu- 
resis with orgiastic sensations whenever she found herself in a 
state of anxiety under the threat of impending punishment. The 
erotic stimuli became sharply attached to feelings of helplessness 
and by the age of 7 she had achieved a masturbatory ritual con- 
sisting of lying in bed during her rest period, binding her hands 
with ribbons or cord and developed fantasies of being taken captive 
by Orientals and being bound and immersed in cement. At this 
stage she was not aware of any sexual significance in the fantasy. 
All of this was accompanied by obsessive meticulousness and the 
choosing of Joan of Are as an ideal. With the onset of puberty 
the rituals became more complex, with the entire body wrapped or 
tied with ribbons and definite sexnal content to the fantasies which 
would now end in orgasm without direct stimulation of the sexual 
organs. Later, in sexual experiments with boys and girls, she 
found herself unable to voluntarily achieve orgasm unless her 
hands were held or tied, but had spontaneous orgasm precipitated 
by intense states of anxiety or sudden fear situations. The hand- 
tying rituals were associated then with the idea of restraint from 
voluntary participation in the sexual experience which was always 
set off or accompanied by fear and which derived its behavior con- 
tent from the experience of being chained or tied to the tree at the 
age of 3. The cause of the disorder was her insecurity throughout 
life in the face of competition by her brother in a household where 
women were nothing more than the servants and property of men. 

This ease is of special significance and interest because all of the 
factual material from the age of 10 on has been substantiated by 
reference to secret diaries kept by the patient throughout the en- 
suing years. Much of the material has received additional substan- 
tiation from history taken from the mother and, more particularly, 
from history obtained from two of the patient’s intimate childhood 
playmates who grew up with her and participated in some of the 
sexual experimentation. 

Another patient developed a phobia for her own nasal discharge 
and was obsessed with the need for keeping her nostrils entirely 
dry. Any handkerchief that had been used to wipe her nose had 














LAWRENCE F. WOOLLEY, M, D. 669 


to be discarded. She also had a tie consisting of touching her nose 
to assure herself that it was dry. She was already a thoroughly ob- 
sessional person when she developed these symptoms but the con- 
tent was determined and they were set off by an experience of in- 
tercourse prior to marriage when her companion used a handker- 
chief to wipe himself after the event. This is the same patient who 
was previously mentioned as having developed the hand washing 
compulsion following the mutual masturbation experience in pu- 
berty. 

Another patient developed a fear of white paint which later ex- 
panded into a fear of all wet surfaces or white substances. This 
originated following his first orgasm with masturbation. Coinci- 
dently he developed many compulsions of avoidance with gradually 
expanded and elaborated bed-going rituals, obviously organized to 
protect him. Another patient developed an obsessive preoccupa- 
tion with counting and with money which was exhibited externally 
for the first time at the age of 14 when she was inadvertently in- 
volved in difficulty concerning a store account; but she had subjec- 
tively been disturbed since the age of 7 when she was punished and 
lectured severely on the value of property in connection with pick- 
ing flowers which did not belong to her and for which she was made 
to pay. Instances could be elaborated endlessly. The important 
thing to be noted here is the necessity of reviewing in detail all 
of the circumstances surrounding the onset of symptoms in order 
to understand their content, which is always derived in its first 
manifestation from ideas, objects and events connected with the 
precipitating situation. 

Compulsive automatic motor phenomena 

The compulsive movements are for the most part conscious 
adaptive movements that are organized in the direct defense 
against underlying anxiety as has been shown above. While there 
is associated with them a feeling of compulsion in that the individ- 
ual has to carry them out or experience anxiety, nevertheless the 
patient usually has a conscious awareness of what he is doing and 
the facet that the activity is taking place. These reactions at times 
gradually become somewhat automatic and less clearly conscious 
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and at times they appear to occur without the volitional consent 
of the individual and to be repetitious and automatic. In many in- 
stances, when minor motor reactions are involved such as blinking, 
twitching, jerking of the arm, the patient may not be aware that 
the act is taking place unless his attention is directed toward it. 
For the most part these automatic responses are components of 
psychasthenie reactions. These motor manifestations have been 
attributed by Williams and Eden* in some instances to absent- 
mindedness during day dreams and this would seem to account for 
some cases. Gibson* believes that they originate as habit move- 
ments of adjustment to irritative stimuli which result in facilitation 
of the movement and that when the original irritation is gone they 
may still be utilized as paths for discharge of tensions. It is con- 
ceivable that some of them may originate in this way but I have no 
clear cut instances of my own and have found none in the literature. 
The compulsive automatic movements have for the most part oe- 
curred on the basis of habitual response to certain preoccupations 
of an affective nature at times associated with reverie but more 
often without the patient’s conscious awareness of (certainly with- 
out his willingness to admit) the original ideas associated with 
them. One patient, for example, had diffuse movements of her 
limbs and body which on careful study were found to be typical 
movements of coitus which were set off by the interruption of an 
illicit love affair in which intercourse had taken place frequently. 
We can refer again to the patient above who had the tice of touch- 
ing her nose. A present patient has a muscle spasm of his arm 
in attempting to bow the violin. Originally this occurred as writ- 
er’s cramp at the age of 11 and came on in the first instance when 
he was being punished by staying after school and writing 100 
times ‘‘I must not misbehave in school any more.’’ Across the 
aisle from him was a girl with her legs and thighs more or less ex- 
posed and there was conflict between his desire for erotie play and 
the necessity for his staying and writing. The cramp in bowing 
occurred for the first time in ciretmstances of almost identical emo- 
tional content. 
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Here again if one is to understand these phenomena one has 
to refer back to the circumstances of their origin and deal with 
their primary occurrence. 

Physiological and plysiopathological components 

The outstanding physical manifestations in the psychasthenie 
disorders are those physical reactions characteristic of the anxiety 
and fear states. Evidences of anxiety are almost uniformly pres- 
ent throughout the duration of psychasthenic disturbance. In a few 
instances of well compensated psychasthenies the underlying anx- 
iety is not conspicuous for the reason that the compulsive and ob- 
sessional activity appears to be sufficiently protective to prevent its 
manifestation. It can always be elicited and demonstrated if the 
defensive activities are prevented. 

Particularly to be noted are certain sets of symptoms which are 
apt to lead to confusion. Conspicuous among them are those sets 
which resemble very closely the symptoms of metabolic disturb- 
ances associated with hyperactivity of the thyroid gland. Tremor, 
palpitation, vasomotor instability, and complaints of weakness and 
fatigue are not uncommon findings during exacerbations of psy- 
chasthenie disorders, It is conspicuous that basal metabolic rates 
determined on patients suffering from such conditions are fre- 
quently not true basal rates. One patient in our series, on what 
appeared to be a satisfactory test, obtained a B. M. R. of +72. The 
patient lay entirely quiet throughout the test, the breathing was 
regular and the oxygen consumption uniform. On questioning af- 
terward it was found that she had held herself rigid in order to lie 
quiet during the procedure. The same patient also showed attacks 
of paroxysmal tachyeardia with the heart rate jumping from a 
fairly uniform 90 beats per minute to as high as 150 and 160 per 
tninute. This patient had previously been operated on for hyper- 
thyroidism. With considerable interest we discovered somewhat 
accidentally that the tachyeardia was controllable by very subtle 
suggestion and that getting the patient up out of bed and insisting 
upon activity resulted immediately in return to the normal rate. 
No evidence of organie ecardiae disease was obtainable and basal 
metabohe rates within the normal range were found under proper 
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supervision of the test. All of the symptoms improved regularly 
ona regimen of activity. Whenever she changed physicians, which 
happened from time to time, she was invariably treated by the new 
physician as suffering from physical disease and the symptoms 
mounted until she would be returned to us for treatment, where- 
upon restitution of activity and ignoring of the physical manifesta- 
tions would rather promptly restore her to a state of well being. 
Such transitions occurred three times. In this instance the evi- 
dences of anxiety and fear increased regularly with the manifesta- 
tion of concern by the physician and were associated with dread an- 
ticipation of dire results of any satisfying behavior. 

The vasomotor phenomena of fear (blanching, flushing, sweating, 
etc.) are easily enough understood. The gastric symptomatology 
is also related to the fear reaction and includes anorexia, hyper- 
acidity, nausea and vomiting. One important differential point be- 
tween such conditions and those similar states associated with hy- 
perthyroidism is the fact that in the latter instance the appetite is 
frequently not interfered with and continued weight loss with ade- 
quate or increased food intake would be of suggestive importance. 

The intestinal symptoms of spastic constipation (with, frequently, 
mucous colitis and, occasionally, periodic diarrhea) are also related 
to the physiological manifestations of fear and anxiety and prob- 
ably have their origin in the sustained tensions associated with the 
early history of these patients rather than in specifically psycho- 
logical determinants such as anal fixations. In those rather fre- 
quent instances in which the gastrointestinal symptomatology is 
utilized for secondary purposes of psychological importance, it is 
probable that this phenomenon is a derivative of, and not the cause 
ol, the fluctuations in bowel activity. 

Statements similar to the above may be made in regard to the 
genital functions which are frequently interfered with in these con- 
ditions. Functional impotence, premature ejaculation, hyperirrita- 
bility, ete., are at times directly related to states of fear although 
their occurrence may also express or be used to symbolize psycho- 
logical material of special topical interest. 
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Hypochondriacal fixations 

Hypochondriacal fixations are very common in the psychasthenic 
conditions. Their content is determined as is the content of other 
obsessive phenomena. Not infrequently their selection as topics of 
obsessional interest is in part determined by actual changes in the 
organs complained of. They most frequently are associated in our 
experience with concern about the heart, the stomach, the bowels 
aud the genital apparatus. In the light of what has been said 
above concerning the changes in bodily function attendant upon 
prolonged states of anxiety and fear, the hypochondriacal aspects 
of such complaints are easily seen to be related to actual organic 
phenomena. <At times the symptomatology may simulate closely 
that of gastric ulcer and it has been thought by some that such pro- 
longed states of tension have a bearing upon the occurrence of 
gastric ulcer. 

Special symptoms 

The basic feeling of inadequacy that is so conspicuous in prac- 
tically all psychasthenic¢ reactions is probably related originally to 
the long period of anxious tension which is characteristic of the 
early phases. It is aggravated and increased by the ineffectiveness 
and inadequacy of performance which is brought about in part by 
these very tensions. This feeling of inadequacy underlies all of 
the obsessive and compulsive phenomena and is responsible par- 
ticularly for the doubting obsession and the attendant repetitious- 
uess and feelings of incompleteness and the need for meticulous 
perlormance. 

The feelings of depression which are frequently encountered in 
these states are often secondary to the actual sacrifices and losses 
and restrictions of successful performance which depend to a great 
extent upon the unclearness of thinking and incoordinate behavior 
which is in turn determined by the tensions and fears from which 
the individual suffers. 

Feelings of unreality, which are commonly encountered if looked 
for, déja vu experiences which are seen quite frequently in these 
cases, feelings of duplication, ete., are probably best explained at 
the present time on the basis of the emotional state, the divided at- 
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tention contingent upon it and the inability to form immediate de- 
cisions. It must be kept in mind that these patients have for long 
periods of time been in situations in which the predictability of 
the success of their conduct was interfered with either by the er- 
ratic behavior of the environment or by the overtimidity and over- 
concern of the parent or in some instances by the continuous pres- 
ence of an unescapable threat not clearly understood and poorly 
evaluated by the individual. 
Secondary determinants 

The exhibition of undue fear responses is frequently a matter for 
special concern of parents or others. This gives the patient an op- 
portunity to utilize such behavior in dominating the environment 
and obtaining special consideration. One thinks, in this connection, 
of Leonard’s ‘*The Locomotive God,” in which the symptoms had 
the result of bending the rules of a great university to the patient’s 
illness. At times, the symptoms may result in disability payments 
ur other monetary gain, Such factors are of secondary importance 
in the causation of psychasthenie disorders for it is inconceivable 
that they could originate either anxiety or fear responses. These 
factors, however, have great force in perpetuating an already exist- 
ing anxiety or fear state and, when present, create serious obstacles 
to resolution. Moreover, any individual exhibition of the symp- 
toms after they are once initiated may be determined more by such 
items of secondary gain than by the occurrence of true phobic 
stimuli, and true phobie stimuli attain much greater force when 
such factors are present. 


SUMMARY AND CONCLUSIONS 

The psychasthenic reaction is a syndrome of behavior tendencies 
that is not specifically related to age, sex of the patient, religion, 
occupation, or other similar external factors except, perhaps, that 
some protective influence is seen in permissive cultural settings. 

It is possible that inheritance may cause special susceptibility 
but it seem quite clear that it usually does not play the determining 
role in the onset of illness. 
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The specifie causation of the condition appears to he in states 
of prolonged emotional insecurity determined by actual external 
threat or induced by attitude and example of dominant figures in 
the individual’s environment. 

These emotional tensions become topically associated with cer- 
tain objects or situations on the basis of conditioning experiences 
and this gives rise to phobias. 

Against the diffuse tensions of anxiety and guilt as well as 
against the topically determined phobias a group of defence reac- 
tions are developed ineluding first of all the fundamental biological 
reaction of escape and avoidance and, in addition, partial adaptive 
defensive reactions the form and content of which are determined 
again by actual conditioning experiences in life. 

The physiopathological reactions are seen to be determined by 
the nature of the fear response. 

The special symptoms such as feelings of unreality, doubt, inde- 
cision, and feelings of inadequacy are related to the disturbances in 
the integrative state of the patient which are also dependent upon 
the nature of the fear reaction. 

Factors such as special gain through exhibition of the symptoms 
are to be considered as secondary rather than primary determi- 
nants of such conditions. 

We have purposely avoided discussion of the psychoanalytic the- 
ories concerning obsessive-compulsive syndromes heeause these 
formulations appear to be still in a state of flux and to apply to 
particular instances of the way the general factors dealt with 
here come into play. Our attempt has been to formulate a general 
theory into which any particular instance could fit without distor- 
tion. 
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TECHNICAL APPROACHES USED IN THE STUDY AND TREATMENT OF 
EMOTIONAL PROBLEMS IN CHILDREN 
Part Five: THe PLayroom 
BY J. LOUISE DESPERT, M. D., 

RESIDENT IN PSYCHIATRY, PSYCHIATRIC INSTITUTE AND HOSPITAL, NEW YORK CITY 
I. Introductory 

The techniques previously described under this title are appli- 
‘able to children over six or seven years of age, occasionally to a 
younger one who shows proficiency in dramatic or graphie expres- 
sion. Any method applicable to children of less than six years 
must utilize play. Students of child psychiatry, psychology or 
pedagogy agree that the psyche of the child reveals itself through 
motor expression. This refers not only to the specific problem of 
emotional difficulties in children but to the total experience of the 
young child and is ably described by Wallon:' ‘‘This representa- 
tion (in the child) is at first conerete and specific. In the young 
child it consists in a whole set of attitudes and utterances which 
tend, as it were, to make actual (‘‘présent’’) his imaginary ‘real- 
ity world.’ The gestures accompanying his descriptions seem to 
distribute in space, around him, the details which he evokes, as if 
he could not evoke them otherwise than by supposing that they are 
near him, as if he made them real with the help of all his motor 
activity, realized all of them as the picture of the situation, unfold- 
ing itself, brought them to simultaneous formulation in his motor 
sphere and mental sphere. It seems that nothing can make an im- 
pression upon his mind which does not occupy his muscles.’’ (au- 
thor’s translation.) 
Il. Brief Survey of the Literature 

In surveying the literature it can be seen that studies on the sub- 
ject of play in relation to the child fall roughly within three groups: 

(1) Observation of children singly or in groups, engaged in 
spontaneous or organized play, as a means of understanding the 
normal child’s psychology. 

Numerous nonanalytical studies have been made, and a bibliog- 
raphy is found in the Handbook of Child Psychology, chapter on 
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play. (Clark University Press, edited by Carl Murchison.) More 
recently, analytic studies have also been made, among which are 
the studies of Susan Isaacs. References as to both analytical 
and nonanalytical writings may be found in the fourth paper of 
this series.* 

(2) Use of play in controlled situations as a means of study of 
emotional problems, as well as a means of therapy in the individual 
child. 

Various play techniques have heen devised among which those of 
David Levy’ are foremost. In his studies of sibling rivalry he has 
standardized the material, the relation of the child to the material 
and to the physician, the criteria for the evaluation of affective re- 
actions. He has also used control (normal) children in parallel 
with problem children. Bender and Schilder*® have studied aggres- 
sive tendencies in children by means of tests, some of which utilize 
toys under definite conditions. In his studies of constructive and 
destructive tendencies in children, Ackerman‘ creates an experi- 
mental play situation and attempts to measure qualitatively the 
performance of the child. Edward Liss‘ has stressed the sublimat- 
ing (synthetic as opposed to analytic) aspect of play techniques, 
and Lauretta Bender® has utilized various forms of plav for the 
study and treatment of problems, in groups rather than individu-- 
ally. All these various techniques have this in common that they 
are rigidly planned and organized by the physician. 

(3) The application of Freudian analytical findings to the play 
medium: play analysis. 

Here the stress is on analysis; such a technique ean be carried 
out only by a trained analyst. Beginning probably with Von Hug- 
Hellmuth,’ analytical studies of neurotic and behavior problem 
children have been made by Anna Freud,* Melanie Klein,’ Melitta 
Schmideberg,”° Phyllis Blanchard," M. N. Searl,”? and others. Rob- 
ert Walder’ has discussed the underlying mechanisms of play in 
the child, from the point of view of Freudian psychoanalytical doc- 
trine. 

Modifications of any of these three types have been made, as 
when Margaret Fries“ uses observations of children at play as a 


*Part Four: Collective Phantasy, PSYCHIATRIC QUARTERLY, Vol. XI, No. 3, pp. 491-506. 
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means of studying their actual problems and their affective rela- 
tion to family and social groups. 

A technique has been devised by Rosenzweig and Shakow” 
in their study of schizophrenic constructions with play materials. 
They dealt with adult cases but their technique might apply (with 
perhaps some modifications) to the study of children as well. 

The purpose of this paper is not to describe one more play tech- 
nique, but to present the question of the playroom as the latter can 
be used in a hospital for mentally ill children. 

III. Description of the Playroom 

The playroom should be located apart from the children’s play- 
ground so that whatever behavior the child exhibits, it will not be 
altered by suggestions of previous games or plays. It should be 
equipped with a table, a child’s and an adult’s chairs, a toilet, a 
water basin. The necessity of a toilet in the playroom was clearly 
demonstrated when, following necessary changes, the institute play- 
room was transferred to another place, deprived of this commod- 
ity; nearly half the play period for certain children was spent go- 
ing back and forth to the toilet. 

With regard to the amount of toy equipment, there are minimal 
and maximal requirements; in a room cluttered with toys, the un- 
derstanding of the child’s symbolic expression in his play is diffi- 
cult. On the other hand, there are certain toys which must be avail- 
able. Regarding limitation of material strictly to his experimen- 
tal setup, David Levy” writes: (p. 24) ‘‘ Patterns of behavior would 
be fewer, hence more easily determined and defined; the methods 
of empirical research may be applied to problems of human moti- 
vation so rigidly that the activity to be observed is stultified. The 
problem is how to demareate dynamic processes without curtailing 
the activity by too rigid control.’’ This is true, not only of the 
‘‘eontrolled situation,’’ but likewise of play in the conditions to be 
described here. The following toys are suggested: a set of dolls 
representing members of a family—the father, mother and at least 
two children; material used for building of a house, such as panels, 
elementary furniture to put in it, bed, table, chairs, dishes; one 
or two nursing bottles, a water basin, a toilet; implements of loco- 
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motion as motor car, plane, train; implements of aggressive expres- 
sion such as guns and soldiers; animals; plastecene and drawing 
materials. 

Aside from the fact that these items represent a minimum re- 
quirement, it has also been observed that they are the ones chil- 
dren commonly select from a larger array of toys. 

With children under four years the most frequently used objects 
are plastecene, nursing bottles and containers which they like to 
fill with water. Very rarely do these younger ones attempt to 
draw or paint. 

IV. The Play Session 

The child is brought regularly to the playroom—biweekly, or tri- 
weekly, depending on the amount of free time available, the type of 
ease, and other factors. There should be a regular hour set and 
observed since some children develop anxiety if they have to wait 
beyond their time; besides, there is a gain for all in being condi- 
tioned to a regular schedule. Children like the playroom session 
so much that they are disappointed when it is cancelled. (Inci- 
dentally, there is a situation occurring frequently in a hospital 
where children of different types and ages are together: the chil- 
dren who are not taken to the playroom are envious of those who 
are, since the latter seem to enjoy themselves so much while there.) 

The physician enters the playroom with the child and goes to his 
own seat, leaving the child free to choose his own play and pick out 
his own toys. As a rule children immediately proceed to do so; it 
is the rare child, even among the psychotic and the markedly with- 
drawn, who stands apathetic in the midst of toys. This physician 
does not recall any child who did not soon become interested. Often 
the child goes about his play without paying attention to the physi- 
cian, but there are also children who are eager to have the physi- 
cian participate in their play. 

The physician records all the activities of the child, his affective 
reactions, his utterances and their time relation, all this in minute 
detail. Once before it has been pointed out that a statement which 
at the moment appears trivial may become revealing in the light of 
the activities or utterances to come. 
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The playroom session lasts from one-half hour to one hour de- 
pending again upon available time, but once a certain duration has 
been adopted it is wise to retain it since the child seems to have a 
certain awareness of time and to realize when his session is short- 
ened. The physician recalls one boy of four who would refuse to 
come down before his time (which he could evaluate well) was up. 
Needless to say, the attitude of the physician is not active; he 
should refrain from manifesting his feelings or interfering with the 
child’s play. Whenever the child verbalizes his own feelings, and 
draws the physician into his play, careful questions can be asked, 
and interpretations given but only insofar as the material brought 
out by the child himself allows, taking great care that no attitudes 
or feelings are suggested. 

VI. Illustrative Cases 


1. Wm. D., aged 3 years, 8 months, admitted on Oct. 29, 1935. 
He is a child born out of wedlock and has been at numerous homes. 
Complaint on admission: Restless, stubborn, has temper tantrums, 
tears his clothes, is negativistic. His developmental history shows 
no anomaly. He has seen his own mother (a promiscuous woman 
associated with gangsters) only sporadically and has been much 
confused by the innumerable emotional backgrounds which have 
succeeded in his small number of years. Physical status normal. 
I. Q. 98. His speech is slightly retarded (several consonants mis- 
pronounced) probably due to the lack of training opportunities. 
On the ward he is superficially affectionate but becomes aggressive 
and destructive whenever he is thwarted. 

The following is a description of the child’s activity when taken 
for the first time to the playroom: picks up a toy plane, some small 
hard pieces of clay, puts them into a pail, puts all the clay pieces 
into a truck, ‘‘I’m going to give them a ride: I’m going to give a 
ride to somebody, somebody, somebody (looks pensive). Mommy’s 
gone—it’s going for a walk (Refers now to the truck load of clay). 
He holds the airplane with one hand, picks up one chair after the 
other, then a couch, ‘‘ Ho, look at this, what is this?’’ Shouts gaily 
when he sees a rifle, holds it a while. . . ‘I’m making coffee.’’ (Of- 
fers some to physician.) ‘‘I’m going to take a big cup, a big chair, 
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and a big couch. Where is a big doll?’’ (Continues for some time al- 
ternating between playing with machine gun and the tea things.) 
When physician gets ready to leave, he rushes and says, ‘‘Can I go 
with you? I want to go home.’’ (Picks up a doll.) ‘‘She’s a girl. | 
don’t want the boy, he’s a bad boy. I spank him.’’ On successive 
sessions he exhibits the same type of scattered play with frequent 
references, either direct or veiled, to the absence of mother, with 
concern about his own identity in relation to mother and father and 
expresses a great deal of aggressiveness towards a large doll which 
he calls ‘‘a big girl.’’ Example of his explosive and aggressive ut- 
terances at such times are as follows: ‘‘I get this cup, this is a 
cup, somebody hit him and he hit her back—sh—and I hit her back 
—sh—, and I hit her back, that’s what | do, I hit her right back in 
the ass.’’ (Who is that ‘somebody’?) **I hit her big ass. You keep 
this dog, that’s your friend, here’s another dog.’’ (elephant) There 
is also a great deal of play with water, always accompanied by ag- 
gressive expressions and usually ending in the desire to void. 
Later, there was considerable release of aggressiveness in the form 
of endless shooting at toys, sometimes playfully at the physician. 
His desire for an affectionate relationship with some adult as par- 
ent substitute came up again and again in his relation to physicians 
and nurses and was directly revealed in wish form when he 
pointed to one of the physicians and his wife saying, ‘‘That’s my 
daddy and my mommy.’’ 

The child left the hospital after six months. He has made a good 
adjustment in a foster home. This is not to imply that the play- 
room technique was responsible for his better adjustment. What 
we are sure of is that it provided the child with an opportunity to 
reveal the nature of his emotional conflict and to express without 
the threat of punishment tendencies which put him at odds with the 
outside world. Just as important was the careful selection of a 
foster home and the definite removal of the mother as an element 
of confusion in the emotional life of this child. Selection of a 
proper foster home had been achieved before, and yet the child 
had not adjusted. It could also be said that six months of proper 
habit training in an ideal emotionally neutral environment such as 
attains in the Psychiatric Institute children’s service was respon- 
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sible for the change in this child’s behavior patterns. This is ac- 
knowledged, and in due time this aspect of therapy will be empha- 
sized. There remains the fact that the child was offered an op- 
portunity to dramatize and verbalize his emotional conflict in the 
playroom—and give a clue as to the mechanisms underlying his 
behavior, as well as ‘‘burn out’’ his hostility and aggressiveness. 
2. Wilbert S., 3 years, 7 months, admitted November 4, 1935. 
The second of two children in a Jewish-American home. History 
of assaultiveness with attacks not only on members of his family 
but on neighbors as well. Admitted after two short stays at the 
Neurological Institute and referred as a psychiatric problem after 
examinations had established a normal physical status. The child 
is an unusually bright (I. Q. 120) and attractive youngster whose 
developmental history shows nothing conspicuous apart from a 
mild attack of mumps eight months before admission, when he was 
in bed but showed no elevation of temperature. It is learned that 
during six months prior to admission the child has had frequent 
crying spells in the course of which he thrusts his fists into his 
mouth, bites himself, bites his mother. The spells usually end with 
the complaint : ‘‘ Mommy, my belly hurts me, give me an enema . 
Mommy my pee pee hurts me.’’ It is because of this complaint, 
says the mother, that she has taken the habit of giving him an 
enema almost daily. \He has shown marked sexual aggression to- 
ward his mother, who has noticed that he has erections when in 
bed with her; at such times he asks his mother, ‘* Come closer to my 
belly.’’ She then threatens to use iodine on his genitals. There 
is no doubt that the mother has sexually stimulated this child (un- 
consciously and consciously ) and when he became aggressive it was 
chiefly against his mother that this was manifested. He would bite 
her and tear her clothes. Several physicians have been consulted 
and large doses of sedatives have been used. The child is of slight 
build, somewhat undersized, and undernourished. Grimacing and 
facial tics are observed, and increase in emotional situations 
(mainly thwarting). On the ward his mood alternates between 
anxiety and hostility. He is tense and negativistic, refuses to par- 
ticipate with the group. He is willful, needs constant supervision, 
deliberately voids or defecates on his bed or the ward, wants con- 
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stant attention and is jealous of any attention given to other chil- 
dren. 

There is perhaps nothing he likes more than being taken 
to the playroom, to a great extent because there he monopolizes the 
physician’s attention. During the first days he indulged repeatedly 
in a form of play which consisted in attaching two large train cars 
together, adding a smaller car in front of these and causing re- 
peated smashings between the smaller car and one of the larger 
ears. The activity is accompanied by considerable display of an- 
ger. On one such occasion, when physician asked him why he was 
angry he said: ‘‘I am angry at Mommy.’’ (Why?) ‘‘ Because she 
don’t come, that’s why—because I was erying.’’? (Why erying?) 
‘*“Because she was hitting me, because she was hitting me.’’ He 
seemed to find relief, (appeared less tense after some time) in go- 
ing endlessly over this game of cars. After he had repeatdly in- 
dulged in this game for several days, the physician suggested that 
he take three trains and eall them daddy’s, mommy’s and baby’s 
trains. He refused at first, then picked up two firemen’s trucks and 
said, ‘‘This is Mommy truck and baby truck,’’ ran them back and 
forth side by side then picked up the one he had ealled ‘‘baby 
truck,’’ threw it across the hood of the larger one, causing a jam. 
He repeated this again and again, then picked up the baby carriage 
with a doll in it and ran it so that it would jump over and across 
the ‘‘mommy truck.’’ He then put the two trucks side by side, ran 
the baby carriage around this in a circle, then violently threw the 
two trucks, jamming them. He threw the truck down and said, 
‘*Mommy truck down.’’ He then left the baby carriage, picked the 
larger ‘‘daddy truck,’’ pulled all the tires out and put them in his 
pocket. Throughout this play he looked for the most part sullen, 
frowning, and grimacing. He then took up the small ‘‘baby truck,’’ 
pulled all the tires out and put them in his pocket, ran it a while 
without tires, then put all the tires back. To this sexually stimu- 
lated (by mother), sexually aggressive child there would be no 
difficulty in applying Melanie Klein’s interpretations; it is not 
common to find sexual drives so readily evidenced in spontaneous 
utterances. Another form of play which later superseded this and 
became the dominant one was the play with water. He flushed the 
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toilet at great speed, ran the water in the washbowl, gave a bath to 
various toys in the water basin, filled the nursing bottles with wa- 
ter, then poured the water from one container into another so fast, 
he seemed to fear he would never have enough time to do all the 
pouring. This play with water generally ended with a desire to 
urinate. It was observed that in the corresponding periods, the 
wetting and soiling were not so severe on the ward. In the play- 
room, he spontaneously formulated his witnessing sexual congress 
hetween parents and interpretation of it as an act of cruelty of 
father toward mother. This child’s record is replete with play (in 
the playroom) of a sexually aggressive character, and this without 
the help of interpretations given him. ‘The release of tension was 
evidenced in the course of his stay at the hospital by the gradually 
decreasing display of aggressive behavior in the playroom and the 
improvement of his behavior on the ward and, later, at home. After 
seven months, he was discharged and a year later the adjustment 
at home was still acceptable. Obviously the problem was not uni- 
lateral. The mother needed and received treatment in the form of 
social service followup in the course of which neurotic manifesta- 
tions (emotional immaturity, frigidity, unhappy marital relations, 
unconscious attempts at compensating in mother-son relation) were 
revealed in her. While the several months separation from mother, 
alone, might have sufficed to break the pathological tie, the child’s 
behavior in the playroom threw a light upon the deeper motivations 
in this ease and, from time to time, revealed anamnestie facts which 
had not been revealed by the mother. Furthermore, abreaction of 
affects, as deseribed above, permitted a release of tension, quite 
striking in this case. 

3. Morris M., 5 years, 10 months, admitted March 20, 1936. 
Third of three living children in a Jewish-American family. Sud- 
den onset of symptoms about a year previous to admission, when 
he exhibited peculiar behavior immediately following the attend- 
ance of a dramatic motion picture (plane crashes and Indian war 
dances.) Stopped talking to other people and began grimacing, 
laughing, bowing, jumping, talking to himself, became sleepless, 
lost interest in the other children and paid no attention to his sur- 
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roundings. In the anamnesis the following facts are noted: Preg- 
nancy unwanted, with attempts at abortion by means of drugs (7?) 
(At birth physical status was normal.) Breast-fed 18 months, then 
put on a bottle until three years of age. Always a difficult feeder. 
Walked at two, spoke a moderate number of English and Yiddish 
words at three. Bowel and bladder training achieved early. Mother 
aggressive, oversolicitous, overanxious; has allowed child to sleep 
in her bed until time of admission. Mild childhood illnesses and re- 
moval of a dermoid cyst of left eye two years before admission. 
Physical and neurological status grossly normal except for an un- 
explained eosinophilia. I. Q. undetermined (82?) On the ward, he 
is withdrawn, out of contact with other children or nurses. Numer- 
ous examples of impredictable behavior with accompaniment of 
irrelevant laughter (found one day in the bathroom with his entire 
head covered with soap and looking at himself in the mirror). Mas- 
turbates almost constantly with an absorbed expression. Becomes 
excited and overactive, screams and runs about the ward, when 
urged to do simple tasks or without any provocation. Indulges 
several times a day in a peculiar ritual as follows: After voiding 
and defecating in the hall, runs around the excreta in a wild Indian 
manner slapping his thighs and screaming what seems to be a war 
cry. 

In the playroom the child goes in a stereotyped manner over 
three types of activities: 

a. Seizes two soldiers and a Micky Mouse, jumbles them to- 
gether, making loud grunting noises and in a state of excitement 
nearing frenzy, lays the soldiers on a train, covers them over with 
plastecene the whole time completely absorbed in his activity, ob- 
livious of physician and impatient with him if he interrupts his 
activities. 

b. Seizes an air gun, shoots it a great number of times, then 
fills the barrel with plastecene. 

e. Picks up an aeroplane, waves it in the air, twisting and turn- 
ing it, imitating at the same time the sound of the motor. 

At the time of writing the child is still on the children’s service. 
He continues uncommunicative, withdrawn, with periods of excite- 
ment. Talks to himself. Appears to react to hallucinations. Ex- 
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hibits regressive behavior. A recent intelligence test shows per- 
formance markedly lower than on previous tests. In the period of 
over a year which he has spent at the hospital (several months in 
the home) he las, in the playroom, persisted in the stereotyped ac- 
tivities here described. 

4. Arlene N., age 8 years, 0 months. An adopted and only child 
in a Jewish-American family. Admitted on October 25, 1935, be- 
cause of aggressive behavior, disobedience, negativism, ringing a 
fire alarm, using profane language, all manifested for the most part 
in the school and in relation to the teacher. Expelled from school 
shortly before admission. Enuresis is also present. Develop- 
mental history shows a long series of illnesses beginning at three 
months, shortly after the child was adopted; pneumonia, pyelitis, 
severe osteomyelitis of the right arm, (several transfusions) 
whooping cough, abscesses of both ears, all of these before three 
and one-half years. The mother has been oversolicitous and to date 
of admission has spoonfed patient. She justifies this attitude by 
the poor physical health of the child. Mother is very ambivalent 
toward her and has acknowledged cruel beatings, so severe as to 
prevent the child from attending school. This adoptive mother is 
physically ill herself (severe and neglected diabetes) and is a sad- 
istic and egocentric individual. Physical status shows a healthy 
though undernourished child; an old, depressed sear adherent to 
the right humerus, some perivulvular irritation (masturbation?) 
Mentally the child is alert (1. Q. 101) friendly, seeking affection, 
but at times she deliberately puts herself in situations which eall 
for punishment and spontaneously formulates masochistie tend- 
encies, the whole pattern being repetitious of conditions at home. 
She frequently quarrels and fights with other children and is dis- 
liked by them. When questioned about her family she makes no ac- 
knowledgment of antagonistic attitudes toward her father or 
mother. 

In the playroom (first session) her behavior is very striking: She 
immediately picks up a machine gun and shoots innumerable times 
at people around her, including the physician, people she sees out 
of the window, herself also, shouting, ‘‘Now they’re dead, now 
you’re going to be dead, too, Now, I’ll shoot myself.’’ (Picks up 
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the telephone) ‘‘1’m calling up the police so they can arrest them.”’ 
(1 thought they were dead.) ‘‘Only their head is off, they want to 
run away . . . This is the Psychiatric Institute. Come up here— 
There are some men and some children. I want you to arrest them. 
O. K. That’s the end.’’ (Why did you want them arrested?) 
‘‘They are always hiding and running away from me.’’ This kill- 
ing of people who conveniently revive to be shot again went on dur- 
ing the whole session, alternating with another activity which later 
took on more and more importance: the child would pick up all 
three nursing bottles available, fill them with water, adjust the nip- 
ples, line them up on the table, then lie on the couch and empty one 
bottle after the other with an eestatic expression. There were also 
domestic activities in which she played in turn mother and daugh- 
ter, each part, as dramatized by her, being very ambivalent. At 
times she insisted that the physician also play a part, demanding 
that she be in turn a baby anda mother. This child was very eager 
to be taken to the playroom and only there did she reveal her af- 
fective relation to her mother, either in direct statements or in play 
(symbolically or overtly.) It was felt that the problem was so tied 
up with the mother’s pathological personality that even if this child 
showed progress in relation to other than the family environment, 
the improvement would be of no significance if the child returned 
to her adoptive mother. The mother seems inaccessible to treat- 
ment, and also refuses to give up the child, whom she has ‘‘aequired 
for companionship.’’ Since cruel treatment of the child has been 
without witness, separation may be difficult in spite of the mother’s 
acknowledgment of and her almost bravado attitude toward sadis- 
tice deportment. The case, for this reason, is in satu quo. 
VII. Behavior Patterns and Affective Reactions Observed in the 
Playroom 

After examining the record of approximately twenty-five chil- 
dren studied in playroom conditions, the behavior patterns and af- 
fective reactions can be grouped roughly under the following head- 
ings: 

1. Pleasure-seeking activities, These may be repetition of past 
experiences or anticipation or wish for new experiences. 
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2. Expression of hostility (wish to kill or injure, in action or 


verbalization) with release of affect in relation to actual experi- 
ences and actual people or the expression of same in relation to 
substitutes. 

3. Repetitive activity with attending anxiety: repetition com- 
pulsion, with reliving of painful situations which have not been as- 
similated and during the course of which abreaction of anxiety and 
guilt feelings takes place, ultimately bringing relief of tensions. 

4. Regressive behavior: the child reverts to a much earlier level 
of behavior and affectivity than is manifested in ward or family; 
urination, defecation, eating of dirt, plastecene, et cetera, are com- 
mon. In one case, the latter feature was so prominent that the 
playroom technique had to be discontinued since the child spent 
the whole session feeding upon the most filthy articles he could find 
(as he tried elsewhere). 

5. Self-punishment which is directly or indirectly expressed and 
manifested by killing or injuring self (in dramatization). 

6. Sexual activities. These are rarely manifested in an overt 
form, but are frequently expressed in a symbolic manner. 

Referring to the type of activity displayed, it can be scattered or 
consistent. The former is observed in the restless child with its 
utmost exemplification in the postencephalitie child. It can also be 
stereotyped at first with a later tendency toward evolution, this is 
found in the child with a severe emotional problem which tends to 
be resolved; and finally it can be stereotyped with no tendency to- 
ward evolution, the stereotypy of play continuing for varying pe- 
riods, months, or even years. This is found in the psychotie child 
and is illustrated, for instance, by the case of Morris M., the third 
case in this paper. (More than a year after admission, he goes 
through the same play as on admission.) This is characteristic 
enough to make one feel that it must be a poor prognostic sign. 
VIL. Functions Filled by the Playroom in a Hospital for Men- 

tally Ill Children 

1. Motor outlet: The playroom provides the individual child 
with an outlet for motor activity under unrestrained, uncensored, 
nonorganized conditions, as does not attain in any of his other ae- 
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tivities (supervised games, occupational therapy, school). In most 
of the latter, the stress is on the constructive side. Opportunities 
for motor activity of the destructive (symbolic or overt) type are 
lacking. This motor outlet function is especially striking in the 
inhibited child who, when let loose in the playroom, finds an un- 
paralleled chance to release his pent-up energies. 

2. Abreaction of affects: Aggressiveness, anxiety and guilt 
feelings are dramatized, the child identifying himself with differ- 
ent personages in turn, himself, mother, sibling, father, parent sub- 
stitutes, and others. The identification may be direct or veiled. 
This is of great importance in relation to past experiences loaded 
with painful affect which the child lives over and over in his play. 
Observers have been puzzled by this type of play in the child (nor- 
mal or otherwise). K. Biihler refers to ‘*functional pleasure’’— 
pleasure derived from performance alone, irrelevant of content. 
But as Wilder (loc. cit. p. 213) after Freud,” writes about the repe- 
tition compulsion mechanism, ‘The individual has been through a 
specific experience, which was too difficult or too large for him to 
assimilate immediately. This unabsorbed or incompletely absorbed 
experience weighs heavily upon his psychic organization and calls 
for a new effort at handling and for a re-experience.’’ 

Painful experiences are part of the daily life of the growing 
child, whose major occupation is made up of exploration and ex- 
perimentation. An important investigation would bear precisely 
on this point: how the normal child assimilates painful experiences 
and why the problem or neurotic child does not. A recently ob- 
served episode is recalled, which illustrates this mechanism in a 
normal child. A very intelligent, attractive boy of four years, ac- 
tive, normally affectionate, independent though generally obedient, 
in good contact with children and adults, he was traveling on an 
ocean liner with his father and mother. It was learned that disci- 
pline was obtained by means of the threat that if he was a ‘‘bad’’ 
boy, the ‘‘man with the robe’’ (a monk who was a fellow passen- 
ger), would come and get him. The fear was in some way related 
to another threat, used at home, that he would be taken by the sis- 
ters (a delinquent cousin had been sent away to a home kept by 
sisters). The child seemed intensely fearful when the threat was 
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proffered by his mother. Later, writer found him several times 
on the deck near the top of the hawse pipe (well protected with a 
net) playing the following games: he would lean over and say in 
a threatening tone, shaking his finger at some imaginary person, 
‘Tf you are naughty, the man with the robe will throw you down 
there.’’ Then, he would step back and say in a meek voice: ‘‘I 
won’t do it again, mammy, I promise.’’ This went on, endlessly, 
with minor variations in the double réle. Once, when writer came 
near him and looked directly at him, he stopped both words and 
mimic, and walked away with a sheepish expression, though he was 
usually very friendly with her. This was his game, one in which 
obviously he played now the mother, now the child and tried to 
familiarize himself with and master, a painful situation. (Inci- 
dentally, his father had related before him a nightmare in which 
he, the father, was thrown down the hawse pipe.) Repeated efforts 
to have him talk about his game were in vain. He seemed well able 
to deal with the trauma and eager to handle it alone. 

The problem of traumatic experiences in relation to the develop- 
ment of neurotic or behavior problems rests upon this ability in 
the child, irrespective of the intensity of stimulating causes. Grif- 
fiths, who has studied normal children, has reported on traumatic 
experiences of varying degrees which children spontaneously at- 
tempted to absorb by living over in phantasy, and burning out, as 
it were, the associated affect. 

In the playroom, this is seen repeatedly and the observation of 
psychotie children is illuminating in that it shows such children 
living over and over, but not living out, the painful affect. 

3. Gain of information regarding the nature of the emotional 
problem: After observing a number of children in the playroom, 
one is convinced of the specificity of their phantasy expression in 
play. Here is found again the ‘‘theme’’ noted in other phantasy 
expressions, and which is specific for the individual child; even 
in this short selection of four cases, it is apparent at once that each 
child exhibits his own peculiar behavior and affective reaction. It 
is the elucidation of that theme which provides information for the 
understanding of the child’s problem. As noted by Melanie Klein, 
the child’s symbolism is simpler than the adult’s and the bound- 
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aries between the conscious and unconscious less strongly demar- 
cated. These characteristics are, to her, the explanation of the 
readiness with which the child accepts interpretations (loe. cit., p. 
30). However, in properly evaluating this point, two facts must be 
remembered: that the child is suggestible under certain affective 
conditions, that analytic interpretations cannot be given by a non- 
analytically trained psychiatrist. 


4. Gain of insight: This is not so prominent a factor as those 


previously enumerated, since the very young child’s experience is 
primarily moto-affective. He may get glimpses as to the why of 
his behavior, but the more significant gain is the relief of tensions 
through abreaction. 

5. Sublimation: Very little work has been done on this phase 
of the problem, but the same principles could apply to it as apply 
to other (phantasy, plastic, graphic) symbolic expressions in the 
child. 

IX. Summary 


The question of the playroom in a hospital for mentally ill chil- 
dren as an asset to the study and treatment of their emotional 
problems is presented. The literature on children’s play is briefly 
reviewed. The equipment and use of the playroom are described. 
Play under reported conditions is a valuable means of motor ex- 
pression and affective abreaction for the child, as well as a means 
of securing information regarding the nature of the emotional 
problem. 
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FREDERICK W. PARSONS---AN APPRECIATION 


Almost as this issue goes to press a historical landmark is being 
established in the field of mental hygiene in New York State. On 
October 1, Dr. Frederick W. Parsons relinquishes the post of 
commissioner of the State Department of Mental Hygiene, a body 
which in its present form and policy is to a great extent the product 
of his social vision and administrative genius. 

A native of Buffalo, where he obtained his preliminary educa- 
tion, he graduated from the university in 1901, and shortly after- 
wards entered the State hospital service at the Hudson River State 
Hospital. He advanced to the position of first assistant physician 
and had become eligible for a superintendency when his country 
entered the World War. He was one of the early volunteers and 
sailed for France in the spring of 1917, commissioned a captain in 
the medical corps. Successive promotions brought him to the 
grade of lieutenant colonel and commanding officer of Base Hos- 
pital 117, A. E. F., where he remained until the emergency was 
over. That his ability was recognized in his own State as well as 
abroad was made evident upon his return from the war, when he 
was met almost at the gangplank with the news of his appointment 
to the superintendency of the Buffalo State Hospital. After seven 
years of successful administration of that institution, he was ap- 
pointed by Governor Smith chairman of the State Hospital Com- 
mission on July 1, 1926. 

When the State Department of Mental Hygiene was established 
by constitutional amendment and the State Hospital Commission 
went out of existence, Dr. Parsons was appointed Commissioner 
of the department in January, 1927. It is not without significance 
that five administrations have since come to the Capitol in Albany 
and while the incumbent commissioner’s term expires with that of 
the administration under which he is appointed, Dr. Parsons has 
continued at the head of the State Department of Mental Hygiene 
until the present time. 

Carlos MacDonald and Frederick Parsons will be remembered 
as commissioners who were called upon to perform unusual tasks. 
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It was the mission of the former to put into effect the mandate to 
remove mental patients from almshouses and inaugurate Statewide 
care in New York. Although aided by two associate commission- 
ers, MacDonald dominated the group. The task was well and 
promptly done but controversy and bitterness marked the transi- 
tion from the old régime of partial county care, instigated doubt- 
less by men who were losing perquisites long theirs and there was 
some opposition, too, in the then existing State hospitals on the 
part of the superintendents and boards of managers, and Mac- 
Donald probably made more enemies than friends in carrying out 
his plans. 

The task assigned to Parsons was to enlarge and modernize the 
State mental welfare institutions, for which purpose vast sums of 
money were raised by bond issue and placed at his disposal. When 
standards of care were generally reduced in many states during the 
depression, the standards in New York State were maintained on 
an even level largely because of Dr. Parsons’ effective presentation 
of facts to a sympathetic and understanding Legislature and Chief 
Executive. He displayed tact and understanding in amalgamating 
into one compact department an assortment of State hospitals, 
schools for mental defectives and a colony for epileptics, which be- 
fore had had little in common, and at the same time enhanced the 
responsibility and authority of the individual superintendents. His 
administration has rehabilitated the institution plants, materially 
reduced fire hazards and enlarged and modernized them by new 
construction. During his administration four new State hospitals 
were built, older ones were enlarged or practically rebuilt, a 
school for mental defectives with a capacity of more than three 
thousand beds was constructed, and the Psychiatrie Institute and 
Hospital and the Syracuse Psychopathic Hospital were opened. 
Overcrowding of the wards, which had from the beginning of State 
care been a serious situation, was notably diminished although the 
number of patients under treatment had increased 50 per cent. 

His industry and capacity for work were extraordinary ; an early 
riser by habit, it was his practice to be at work in his office an hour 
before his office staff was expected to arrive; Saturdays and Sun- 
days were his chosen days for making official visits and inspections 
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in the field. He firmly established the service on a competitive pro- 
motional basis; labored to bring about an increase in the ward per- 
sonnel and a reduction of the hours of duty; he supported oceupa- 
tional therapy ; social service was expanded during his administra- 
tion; and he gave support and encouragement to scientific investi- 
gation. 

With this enviable record of accomplishments behind him, Dr. 
Parsons elects to retire while still in good health and with the de- 
partment operating on a high level of efficiency and enjoying a full 
measure of public confidence. While his associates regret his re- 
tirement, they extend good wishes for his enjoyment of a well- 
earned leisure and are confident of his continued interest in all that 
pertains to the welfare of the department. 
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Out of My Life and Work. By Avcust Foren. Translated by Bernard 
Miall. W. W. Norton and Company, Inec., New York. 1937. 343 
pages and index. Price $3.75. 

Dr. August Forel will be remembered as one of a distinguished group 
of psychiatrists who were invited to lecture at the jubilee celebration under 
the auspices of Stanley Hall at Clark University in 1909. He was born 
near Morges, Switzerland. Throughout his youth he was bashful and dif- 
fident. He says of himself that partly by reason of his mother’s training 
and partly by temperament he was incredibly bashful and timid, a defect 
that embittered his whole youth. It made him terribly ashamed, for ex- 
ample, for anyone to see his bare feet. He would never make use of a toilet 
room unless the door could be locked from the inside. 

Being a lonely child and accustomed to playing in the garden, he early 
beeame interested in studying the habits of ants and wasps. His interest 
in myrmecology became a life-long devotion. His collection of ants in the 
course of years became the most complete of any in Europe and in his old 
age he made journeys to other countries of Europe, South and Central 
America, Canada, Africa and Turkey, spending part of his time in the 
study of the ants of those countries and adding specimens to his collection. 
He published numerous articles upon this subject. 

At an early age his interest turned to medicine and though attempts were 
made by an uncle, who was a physician, to dissuade him, he persisted in 
his position and matriculated at the University of Ziirich. His interest 
having been directed into the field of neurology and psychiatry, he secured 
an appointment to the asylum at Burghdlzli. At the time of his appoint- 
ment there the asylum was in a wretchedly disorganized state. Drunken- 
ness and dishonesty among the warders (attendants) and dishonest prac- 
tices on the part of officers had created a situation which he deseribed as a 
‘*terrible mess.’’ The director had been removed on charges and Forel had 
been appointed assistant physician. He was apparently placed in a senior 
position and undertook the reorganization of the institution. It was neces- 
sary for him to have the rules or laws governing the institution modified so 
that the superintendent would be in complete authority. His account of the 
reorganization of the Berghdlzli asylum is an interesting narrative. He 
found a few individuals among the employees who were honest and who 
had disapproved of the corruption rampant in the institution and by the aid 
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of this nucleus and his authority of dismissal, he gradually built up an or- 
ganization of high scientific and material effectiveness. Soon appointed to 
the directorship he held the position for 24 years. 

Becoming convinced that drunkenness was the root of the disordered con- 
dition of the asylum and the principal cause for the admission of patients 
to the institution, he became an advocate of total abstinence which he him- 
self adopted at the time, and promoted the organization of a league of total 
abstinence which he founded in many European countries and the estab- 
lishment of non-alcoholic restaurants in various cities under the auspices 
of the local chapter of the league, which was called the Good Templars 
League. 

Forel’s capacity for work was extraordinary. Besides his directorship of 
Burgholzli, he was professor of psychiatry in the University of Ziirich and 
head of an international total abstinence society, which demanded much cor- 
respondence and attendance upon meetings which sometimes necessitated 
long journeys. From October 11 to November 28 on a lecture tour, he gave 
39 lectures in leading cities in Germany, Austria and Bohemia on subjects 
which would now be classified under mental hygiene. He was equally dili- 
gent in his attendance upon psychiatric and other medical congresses and 
other national societies, and took a leading part in the proceedings. 

In 1897 he realized that he had been for some years working at the limit 
of his capacity and he was beginning to realize that he was no longer able 
to keep up with his exacting tasks. He determined to retire from Berg- 
hdlzli and his university connection for, said he, ‘‘I had a horror of those 
aged professors who hang on eternally, a trial to their hearers and an in- 
jury to their university. In the interest of the students, one should retire 
before he lapses into senile imbecility. I should have soon completed my 
fiftieth year.’’ He wanted liberty, not to be idle but to work more thor- 
oughly and effectively. He was succeded in the directorship of the asylum 
by Bleuler. 

Forel then settled at the village of Morges and Chigny where he estab- 
lished himself in practice, but appears to have spent much time as a total 
abstinence advocator. His interests were broad and he eould have achieved 
distinction in any one of several fields. Though best known in America as 
a psychiatrist and institution reformer, he was a popular and forceful lee- 
turer in the University of Ziirich and made important contributions to the 
anatomy and physiology of the brain. His two absorbing avocations were 
social welfare and myrmecology. 

The autobiography is the conscientious presentation of his life’s work 
and he gives intimate glimpses of his inner self, his conflicts and con- 
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victions. It is to be regretted that in the preparation of his manuscript for 
publication some omissions and alterations were thought necessary. It may 
have been because of his sharp criticism of some of his contemporaries, in 
which he indulged quite freely throughout the text. He maintained his 
liberty of thought until his death which occurred in 1931 at the advanced 
age of 83 years. 


Treatment in Psychiatry. By Oskar DirrHeLm, M. D. The Maemillan 
Company, New York, 1936. 476 pages. Price $4.00. 

This volume covers the subject of psychiatric therapy in fewer than 500 
pages, yet it sueceeds in giving the reader a clear orientation in this field; 
a field which covers a wealth of material and is complicated by diverse 
schools of thought and dissenting views among disciples of the same school. 
The book is written with the emphasis on the school of psychobiology, a fact 
of which the author warns in his preface by stating ‘. . . this whole book 
is based on the teaching and methods of treatment of Dr. Adolf Meyer.”’ 
Fortunately he is in an unassailable position to expound the theory and 
practical applications of psychobiology because of his close association with 
Dr. Meyer at Johns Hopkins over a period of 10 years. In any branch of 
psychotherapeutie thought such an attitude and association might be detri- 
mental to the scope of the type of work but in this particular work we find 
the teachings and practices of other schools expounded clearly and fairly 
even though in an elementary way. Among the methods which are de- 
scribed are those of formal psychoanalysis, individual psychology, analytical 
psychology, group analysis, will therapy, persuasion and reeducation with, 
of course, special emphasis on the psychobiological distributive analysis and 
synthesis. With the main elements of these methods presented, the reader 
is given the opportunity to delve further into the various schools through 
a list of highly selected references at the end of each chapter. 

Having disposed of the theoretical aspects of psychiatric treatment in the 
first quarter of the book, the author proceeds to describe general therapeutic 
methods, discussing them as applied not to rigid diagnostie entities but 
rather to more elastic classifications according to symptom-complexes and 
presenting symptoms. In this portion of the work a neat balance is struck 
between optimism and pessimism, between enthusiasm and nihilism and be- 
tween procedures and precautions. Seattered freely throughout these chap- 
ters are cases illustrative of the recommended treatment under the various 
headings. These cases appear to be particularly well chosen from the point 
of view of therapeutic achievement and fortunately for the narcissism of 
the prospective reader do not stress perfect end-results. In general, the 
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author’s expressions are clear although some statements are ambiguous and 
difficult of interpretation, a fault which may be explained by the necessary 
condensation. 

As an attempt to provide the student and practitioner with a working out- 
line of modern psychiatric theory, a compedium of the treatment of mental 
illness and a starting point for further study of the questions involved, 
this book is a suecess and can be unreservedly recommended. From one 
viewpoint it furnishes a rapid review of the enormous strides which have 
been made in psychiatric treatment in the last 50 years and from the other 
it leaves the reader with a distinct impression that further enormous strides 
must be made before entirely adequate therapy will be available for the so- 
lution of psychiatric problems. Both points are necessary, the one for en- 
thusiasm and the other for resolve. 


Practical Examination of Personality and Behavior Disorders. 

Adults and children. By Kennetu E. Apre., M. D., Ph.D., Se.D., 

and Epwarp A. Strecker, M. D., A. M., Se.D. The Maemillan Com- 
pany, ew York, 1936. 219 pages. Price $2.00. 

This is a practical and helpful book for the young psychiatrist and others 
not so young may read it with profit. As the title implies, the authors pre- 
sent suggestions for obtaining information for the complete understanding 
of psychiatrie patients and problem children, including cases seen in in- 
stitutions and in mental hygiene clinies. In addition to the outlines for 
making psychiatrie records, there are useful suggestions for obtaining the 
required information by utilizing the history of the patient and the proper 
conduct of personal interviews. 

Particularly to be commended is the chapter on the art and practice of 
psychiatric examinations. The importance of establishing a satisfactory 
rapport between the psychiatrist and the patient is dwelt upon. Perhaps 
the commonest fault of less skillful and practised psychiatrists is disclosed 
when they attempt to obtain information from patients by questioning 
them. In no other situation can one distinguish so readily the well-trained 
psychiatrist from the tyro. In this situation, blunt and untactful questions 
result, in the case of sensitive patients, in defeating the very purpose for 
which the examination is undertaken. Opposition is aroused and the patient 
becomes apprehensive and puts himself on the defensive. One gets no- 
where if he disturbs the patient by touching upon intimate topies before the 
latter has been prepared for the question. It is better to lead up to the 
wanted information and give the patient an opening to volunteer whatever 
revelations he is prepared to make. If nothing is volunteered, it is better to 
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pass on to other topics and return to the point, even again and again. For 
if the patient once makes a denial, the subject is practically sealed from 
further investigation and with it associated and collateral material which is 
often of greater importance than that which is encompassed by the question. 

Fruitful psychiatric examinations cannot be made in a routine manner 
or done hurriedly. The psychoanalysts have taught us the importance of 
establishing a satisfactory relationship between the patient and the physi- 
cian which is emotional in its nature and based upon feelings of confidence 
and dependence upon the latter, which other doctors have not been able to 
accomplish. Direct questions, when they concern the intimate life of the 
patient, his relations to his family and his religious doubts and conflicts, 
should be postponed until the occasion is appropriate. It is for the patient, 
at this point, to take the lead, encouraged by the attitude of the examiner 
and his manifest interest in what is being said rather than by questions ad- 
dressed to him. The examiner should scrupulously avoid the attitude of 
authority or of inherent right to know what he is seeking. His attitude 
should be that of a friend eager to give assistanee but particularly he must 
avoid giving advice or making suggestions; rather should he encourage the 
patient to seek his own solutions to his confliets by rehearsing the situations 
to the physician. These and other useful suggestions are included which 
eannot fail to be of value to the young psychiatrist whose attention has not 
been called to the importance of a refined technique. Though the point is 
touched upon, the authors might well have given greater emphasis to the 
warning against questions which are so phrased as to suggest what reply is 
expected. Some individuals are so sensitive to suggestion and so ill at ease 
and anxious to put themselves in the best light, while others are so much 
inclined to follow along the lines of least resistance, that they will answer 
what the doctor apparently expects to hear and the real truth often is not 
disclosed. Nearly always there are modifying circumstances, partial con- 
victions and doubts which are entirely missed if the answer is ealled for in 
terms of yes and no. 


The book is recommended as a useful addition to psychiatric literature. 


The Psychology of Abnormal People. With educational applications. 
By Joun J. B. Morcan, Ph.D. Seeond edition. Longmans, Green and 
Company, New York, 1936. 592 pages and index. Illustrated. Price 
$3.25. 

If there were only one basic observation that a student could gain from 

a course in ‘‘abnormal’’ psychology, it should be the complete revision of 

any faulty concepts he may have held concerning normality and abnormal- 
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ity. To quote from the preface of Morgan’s second edition: ‘‘When the 
abnormalities in human mental life are discussed as aberrations of normal 
traits, the study of abnormal psychology becomes an excellent way to give 
the students an indelible knowledge of the laws of mental health.’’ Lack- 
ing such a starting point, the student is prey to the old tendency to regard 
normal and abnormal as strict dichotomies, with no shading off from one 
level to the other. It is indeed difficult if not futile, to seek the benefits 
that would derive from a course restricted to ‘‘normal’’ psychology. 

Thus, when Morgan opens his text with the statement that life is a pro- 
cess of adjustment, that adjustment is relative, and then takes pains to 
explain the criteria of normality, he is establishing in the student’s search 
for knowledge an unbiased point of view and a proper sense of direction 
for the further examination of human nature. 

Later in the first chapter the author offers a ‘‘condensed grouping of 
mental disorders,’’ whose arrangement is based on ease of diagnosis. Fee- 
blemindedness heads the list, while psychopathic personality (ostensibly 
most difficult of diagnosis) appears at the end. Had Morgan assembled 
the subsequent text on the plan of this condensed classification, one would 
admit in part the plausibility of the revision, but since this is not the ease, 
such rearrangement of the classified nomenclature adopted by the American 
Psychiatrie Association seems an unnecessary and possibly a misleading pro- 
cedure. Ease of diagnosis, moreover, is a none too reliable standard for 
such revision. 

Disorders of perception are especially well delineated, the illustrations 
here as elsewhere in the book showing eare in selection. It is strange that 
although the gestalt point of view is presented (pages 78-80), the word 
‘“gestalt’’? cannot be found in either text or index. It will remain to the 
student to read Koffka, Kohler, or ‘‘The Science of the Living Organism”’ 
of Goldstein, to resolve his questions on the score of field and ground. The 
chapter on sleep and dreams is handled well, particularly the section en- 
titled ‘‘Dreams as Personality Indicators.’’ 


Following each chapter are a glossary, projects for further study and a 
list of references. The glossaries are virtually free of misinterpretations, 
the projects for the greater part are constructive and provocative to fur- 
ther study, and the references impartially chosen. The Psychology of Ab- 
normal People is a fundamental text, lueidly written and unhampered by 
a doctrinaire attitude. It is of especial worth to teachers, general students 
of psychology, social workers and parents. 
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Frigidity in Women. Its characteristics and treatment. By Epwarp 
HirscHMANN, M. D., and EpMuNp Berauer, M. D. Authorized trans- 
lation by Polly Leeds Weil of New York. Nervous and Mental Dis- 
ease Publishing Company, Washington and New York, 1936. 76 pages. 
Price $2.00. 

This monograph aims to elucidate the psychological origin of frigidity in 
women. It depicts sexual frigidity as a pathological inhibition. It stresses 
the frequency of faulty libido evolution in women and points to Freudian 
psychoanalysis as the cure in many instances. 

The authors discuss libido development in the female as compared to 
that of the male and point out characteristics of female sex life. An at- 
tempt is made to clarify the symptom complex through a classification 
based on symptomatology, degrees and etiology of frigidity. Numerous 
examples from actual practice illustrate the authors’ viewpoint. Two de- 
tailed histories and cures through analysis are instructive. 

The authors are quite optimistic and postulate that they ean mobilize the 
forces and the capacity for libidinal satisfaction through psychoanalytical 
treatment in the majority of cases. 

The last chapter stresses prophylactic aspects and suggests that frigidity 
should be prevented by enlightenment of the girl, by an adequate parent- 
child relation and by proper preparation for marriage. Good mental hy- 
giene should do away with ‘‘psychisms’’ which interfere with psychosexual 
adequacy and successful marriage. 

The monograph ‘‘F rigidity in Women’’ is a valuable contribution to psy- 
choanalytical literature and is a good clinic study of an important symp- 
tom. The book is of interest and assistance to the physician who tries to 
understand and treat sexual maladjustment in women. 


A Mind Mislaid. By Henry Couiins Brown. E. P. Dutton and Com- 
pany, Ine., New York, 1937. 219 pages. Price $2.00. 

A Mind Restored. The story of Jim Curran. By Miss Kavucn. Intro- 
duction by William Seabrook. G. P. Putnam’s Sons, New York, 1937. 
242 pages. Price $2.50. 

Evidently a vogue is upon us, inspired by Beers’ ‘‘A Mind That Found 
Itself’’ and Hillyer’s ‘‘ Reluctantly Told,’’ and given impetus by the rating 
last year of Seabrook’s ‘‘Asylum’’ among the best selling nonfiction. Cer- 
tain of this ‘‘true story’’ writing is bound to achieve some benefit in public 
enlightenment on modern psychiatric treatment. Perhaps no planned pro- 
gram of mental hygiene propaganda could have so vivid an effect as that 
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of these personal accounts. A former patient who has an interesting tale 
to relate and can in the course of its narration dissipate antiquated no- 
tions and gruesome myths that still prevail concerning such institutions, 
does service to the mental hygiene movement, and consequently to his 
fellow man. 

A Mind Mislaid offers something of a problem in criticism. One chafes 
at the all too obvious effort of the author to be amusing. Brown is full of 
quips and epigrams about all phases of mental hospital life. Throughout 
the book one encounters a curious mélange of worthwhile information and 
unadulterated burlesque. For example, a chapter entitled ‘‘Our Suicide 
Club’’ strikes the reviewer as being too far on the satirical side to merit 
unqualified approval; yet in this chapter Brown assures the relatives and 
friends of the mentally disordered that in these institutions every possible 
precaution is taken to safeguard against self-destruction. The general tone 
of the book is decidedly light, often vernacular, and Brown’s humor is not 
always infectious; several of the anecdotes are threadbare, only clever re- 
statement warranting their inclusion. 

This author was already a writer of moderate accomplishments before 
the present undertaking and he seems to be fairly well informed. How- 
ever, one gains the impression that he is grinding an axe. He devotes his 
first chapter to what might be termed either an apologia or a sardonie com- 
ment on his eruel fate, in which he belies his later admonition to others to 
put the past behind them. Brown is given to moralizing, for in a chapter 
entitled ‘‘Fearful Causes of Mental Breakdowns’’ he turns his guns on 
‘‘love nests’’ and the ‘‘eurse of aleohol.’? Perhaps one should not have 
expected a layman to discern whether such ‘‘fearful causes’’ are really 
causes or consequences of mental disorder. He also clings to the term 
‘‘nervous breakdown,’’ which is wisely rejected in the other book herewith 
reviewed. <A doleful picture is painted of the ‘‘ineurables’’ in which he 
intimates that chronie eases are closed books to the staff of an institution 
(he refers to a ‘‘life sentence’’). This may, however, be charged off to 
dramatization, a dangerous trap for writers of this type of book. 

Brown seems to believe that the ‘‘hospital exchange,’’ where patients 
may purchase moderate luxuries, is a most recent devlopement, and that 
it is to be found only in ‘‘some of the newer institutions.’’ Further inves- 
tigation is recommended to him, on this score as well as in his unbounded 
enthusiasm for sterilization. That they may not swallow his program be- 
fore masticating thoroughly, general readers are referred to the report of 
the committee on sterilization of the American Neurological Association, 
published last year in book form. 
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Despite the above criticisms, Brown’s account is a fair and at times en- 
gaging picture of the modern psychiatric institution; there is some confu- 
sion in his frequent reference to State hospitals, while he clearly indi- 
cates that he was a patient in a private institution. Yet this can be over- 
looked in the light of whatever educational benefit may derive from the 
story. 

A Mind Restored presents an entirely different character. It is strictly 
a chronicle. Some recollections of childhood in the second chapter (‘‘ These 
Things I Remember’’) indicate strong guilt feelings linked with an Oedipus 
situation. Failure in a love affair seemed to be a precipitating factor in 
the mental collapse described, but as one doctor told the patient, the eondi- 
tion had been incipient long before the crisis presented itself. 

Jim Curran had the misfortune to be sent to a private institution belong- 
ing to an almost extinet era. His experience left him somewhat resentful, 
but he does not now express bitterness toward modern psychiatric treat- 
ment. The institution, he states, no longer exists. The bulk of the nar- 
rative records the subject’s impressions while in a state hospital in New 
England. Throughout there is a tone of deep appreciation of the kind at- 
tentions of the personnel, particularly the subtle manner in which one phy- 
sician develops his self-confidence. One meets with innumerable instances 
of tact and kindliness, wherein the patient discovered, perhaps to his sur- 
prise, that the hospital officers and employees did not strive to coerce him, 
but rather asked for this cooperation in maintaining regulations. 

The stamp of sincerity is plain in this book. It is a sober account, writ- 
ten, as is A Mind Mislaid, in the first person. The continuity of the nar- 
‘ative is maintained throughout. While the writer does not plumb the 
depths of his psychie experiences, he gives to the publie a readable and com- 
mendable bit of comment on modern treatment of mental disorder. 


Sex Life in Marriage. By Ouiver M. Burrerrietp, M. A. 
Books, Ine., New York, 1937. 192 pages. Price $2.00. 


al 
Emerson 


There is a rational viewpoint and a fulfillment of the need for fact-facing 
in this brief, instructive manual for the married and the to-be-married. The 
psychodynamies of sex occupies but little space, and is superficially treated, 
probably with an eye to the incapacity of the general reader for proper in- 
terpretation of depth psychology. However, in a practical sense the chapter 
devoted to Overcoming Sexual Maladjustment should reap profit among 
newlyweds and seasoned spouses alike. 

Unquestionably a layman’s book, this work presents a logical sequence of 
material, even to the inclusion, at the proper point, of a chapter entitled 
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Planning the Honeymoon. This section struck the reviewer as being a bit 
naive, particularly the paragraphs on ‘‘comfortable beds.’’ 

The author has credentials that qualify him in his subject, for he served 
as assistant in child development and parent education at Teachers College, 
Columbia University. Medical journals have favorably received his earlier 
work, a pamphlet called Marriage and Sexual Harmony, which enjoyed a 
wide circulation. His doctorate in philosophy pends the completion of a 
disseration on Love Problems of the Adolescent. It is to be hoped that he 
will publish his findings thereupon in a work as clear and concise as the 
book under review. 


The New City. By Naruan FiaLko. Translated from the Russian and 
revised by the author. Margent Press, 1937. 153 pages. Price $2.00. 
There is a story of life under regimentation. The hypothetical state 
herein described recognizes two classifications of individuals—Regular Peo- 
ple and Irregular People. There is no element in the life of the citizen that 
is not charted for him in advance: ‘‘ When the district whistle blew time, 
the inhabitants of the district, all perfect human beings, with the agreeably 
melodious beats of the house-clock ringing in their ears, went to their bed- 
rooms, and without delay enveloped their strong and wholesome bodies in 
nightgowns; then they placed themselves in the right positions in bed and 
fell asleep.’’ This is the conclusion of a day in which Regular People have 
eaten prescribed meals, read prescribed books, done prescribed labor and 
witnessed prescribed entertainments. 

Manifestations of crime such as were known in the Calamitous Age (our 
own era) are so rare as to be subjects for profound clinical discussion by 
the psychological commission. More readily recognized as a ‘‘eriminal 
tendency’’ is any deviation from established routine; this too is referred 
to the psychological commission. Preparation for marriage involves a long 
lecture course following which classified couples are assigned to classified 
homes where they will undoubtedly raise classified children. Despite the 
ghastly picture of monotony that is presented, one cannot remain blind to 
the value of some modification of the ‘‘training course’’ which, properly 
administered, could appreciably lower our divorcee rate and obviate much 
of the grief that follows in the wake of psychosexual maladjustment. 

For those who enjoy fencing in social theory, this work should prove ab- 
sorbing. Specific characters, preserved throughout the book, help to give 
the reader a sustained narrative and lend a personal color to what would 
otherwise be pretty dull reading. 





NOTES 


—Announcement has been received that President Roosevelt has ap- 
pointed Dr. Winfred Overholser as superintendent of St. Elizabeths Hos- 
pital, Washington, D. C. It is a signal honor, well deserved, for Dr. Over- 
holser to be chosen to fill the vacancy occasioned by the death of Dr. William 
Alanson White. Dr. Overholser’s record as psychiatrist and administra- 
tor in Massachusetts is patent to all who have the welfare of the mentally 
ill at heart. Evidence of his executive talent rests in the facet that in 1920, 
only four years after being granted his medical degree, he was named as- 
sistant superintendent of the Gardner State Hospital; advancement there- 
after was equally rapid, for in 1924 Dr. Overholser was director of the di- 
vision for the examination of prisoners of the commonwealth. Assistant 
commissioner of mental diseases from 1930 to 1934, he was elevated to com- 
missioner in the latter year. 

His counsel has been sought widely in the matter of the psychiatric as- 
pects of crime, and his ability to impart the understanding of mental dis- 
order which he possesses in such great degree is recognized in his services 
at Boston University, as instructor in psyehiatry in 1925-26, and eventually 
as professor in 1934. His present appointment as successor to Dr. White 
is highly commendable. THe PsycHiarric QUARTERLY expresses confidence 
in the suecess of Dr. Overholser’s further activities as a benefactor of the 
mentally disordered and underendowed. 


—Notice has been received of the appearance of a new quarterly publi- 
vation, Soctometry: A Journal of Inter-personal Relations. Subscription 
rate is five dollars per annum. Single numbers may be purchased for a 
dollar and one-half. All correspondence, including manuscripts, and books 
for review, should be addressed to: The Managing Editor, Sociometry, 
P. O. Box J, Beacon, New York. 
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